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SIXTH WORLD HEALTH ASSEMBLY 


The Sixth World Health Assembly, which met in Geneva from 5 to 
23 May 1953, marked a turning point in the life of WHO in that it was the 
end of the first five years of the Organization’s activities and of the leader- 
ship of Dr. Brock Chisholm as Director-General. It therefore provided 
an opportunity for those present to review and assess the accomplishments 
of the Organization to date and to pay tribute to the work of the retiring 
Director-General. The Assembly was also notable for the progress real- 
ized in solving certain difficulties which had beset the Organization for 
some time. 

In his opening address, Dr. J. Salcedo, President of the Fifth World 
Health Assembly, remarked that the year 1952 had been “ another year 
forward in the pursuit of the objective of WHO”, but sounded a note of 
warning : 


“ |, . I should like to point out a few of the possible vulnerable factors which may 
handicap the work of WHO. 

“ The Director-General has called attention to the potential danger to the success 
of the Organization posed by the delay in the payment of the contributions of some 
countries. The delegates to this Assembly can perhaps use their influence to urge their 
respective governments to transmit their financial contributions to the World Health 
Organization promptly and, may I add, faithfully, in order to prevent a slowing down 
of WHO’s programme of action. 

“ Several of the activities of WHO have been planned on the strength of the Technical 
Assistance funds which are to be made available to WHO from the Expanded Programme 
of Technical Assistance. Some of these activities are now in actual operation and others 
are due for implementation. We would view with very serious concern for the workings 
of WHO any curtailment of these funds which caused them to fall short of the require- 
ments; it may even place WHO at a standstill. The proposed regular programme and 
budget for 1954, which is practically at the same level as for 1953, does not provide for 
meeting all the urgent requests from governments. It is obvious that unless governments 
increase their voluntary contributions to the 1954 Expanded Programme of Technical 
Assistance the work of WHO will be retarded. 

“It is our earnest hope that, while we admit we may have differences of opinion and 
may not be satisfied in some instances, we can all work cohesively together to keep this 
Organization solid, strong, and enduring in its dedicated task of promoting and pro- 
tecting the health of all peoples, which is fundamental to the attainment of peace and 
security...” 


At the end of his address, Dr. Salcedo praised the quality of the leader- 
ship of Dr. Chisholm, who, he said, had truly demonstrated himself to be 
“the greatest exponent of the cause of world health ”. 


Officers 


Dr. M. Khater, Minister of Health of Syria, was elected President of 
the Assembly.! In his presidential speech, Dr. Khater expressed his appre- 


1 For biographical note on Dr. Khater, see page 190. 
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ciation to those who had elected him, viewing his election as a demonstra- 
tion of WHO’s adherence to the principles of equality, true democracy, 
and social justice, since he represented a region which had not previously 
been honoured with the presidency and a country which might be con- 
sidered relatively small in terms of area and the number of its inhabitants. 

The Assembly also elected three Vice-Presidents : Dr. S. Anwar, 
Director, Public Health Service, East Java; Dr. R. C. Bustamante, 
Under-Secretary of State for Health and Welfare, El Salvador ; and 
Dr. M. D. Mackenzie, Principal Medical Officer, Ministry of Health, 
United Kingdom of Great Britain and Northern Ireland. 

Dr. O. J. Leroux (Canada) was chosen Chairman of the Committee on 
Programme and Budget, and Mr. T. J. Brady (Ireland), Chairman of the 
Committee on Administration, Finance, and Legal Matters. 


Review of 1952 Activities 


Dr. Chisholm presented to the Assembly the annual report on the 
Organization’s work for the year 1952,? calling attention to points of 
importance and to difficulties, real and potential : 


“ In presenting particularly the introduction to this Report . . . it will be clear that 
the Director-General considers it his responsibility, no matter how difficult or even 
painful that may be, to call attention to any difficulties or potential difficulties which he 
believes may threaten the work of the World Health Organization at any time. 

“The principal point for consideration of the work during 1952 is the very great 
increase in the total work of the Organization during that year. The expenditure—the 
total expenditure—of the Organization during 1952 surpassed that of 1951 by approxi- 
mately 50 per cent. Almost all this increase came from United Nations Technical Assis- 
tance funds, not from the regular budget of the World Health Organization. That expen- 
diture has almost entirely been in services to governments; there has been almost no 
expansion of any kind in headquarters, and only such minimal expansion in the regional 
offices as was necessary to take care of the vastly increased load of services to governments 
in their countries; so that this great increase has gone into the field activities of the Orga- 
nization in actual assistance to governments in developing their own health services. 

“ During 1952, the establishment of regional offices has been completed, and there is 
already well illustrated and proven the great wisdom of the International Health Confer- 
ence, which decreed that this should be a decentralized organization, to bring the services 
of the Organization close to the governments that need them and to get the actual services 
to governments out of headquarters. 

“ Another significant development has been the application of the International 
Sanitary Regulations, which came into effect in 1952. In the opinion of many authorities 
this is one of the most significant pieces of work done by the World Health Organization. 
It is believed that these regulations provide the maximum protection and the minimum 
interference acceptable at this stage of development for the nations of the world, and 
these regulations do indeed mark a very great advance in world organization in the 
interests of the health of the peoples of the world. 

“ Nineteen fifty-two marked the thirtieth anniversary of the beginning of international 
biological standardization, and at this stage some fifty substances have been standardized 


2 Off. Rec. World Hith Org. 45 ; see also Chron. World Hith Org. 1953, 7, 87-110. 
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for the protection of the peoples of the world. This too marks a very great service used 
extensively and highly appreciated by governments. 

“Also during 1952 very much work has been done on the second volume of the 
International Pharmacopoeia, which was prepared in 1952 and is nearly ready for pro- 
duction. 

“ The advisory services of the World Health Organization have largely been devoted 
to assisting governments in training personnel, by demonstration, by fellowships, by 
travelling teaching teams, by setting up seminars and meetings of scientific people. One 
of the important aspects of this training programme has been the fact that a very large 
proportion of the work has been concentrated in the training of the so-called auxiliary 
health personnel, especially nurses and midwives. The expansion in training of nurses 
and midwives in many parts of the world has been very great during 1952. 

“IT should mention here the fact—because it has become extremely important in the 
work of the World Health Organization—that almost all this type of work is done with 
the very effective and extensive assistance of the United Nations International Children’s 
Emergency Fund, without which the World Health Organization would not be able to 
undertake this very extensive work. It is the Children’s Emergency Fund that has pro- 
vided the materials for almost all the programmes, and the World Health Organization 
has become very dependent indeed on the services of that Fund to carry out this type 
of work. 

“It was at the request of the Regional Committees for Africa, the Western Pacific 
and South-East Asia that this type of work of training auxiliary personnel particularly 
has been undertaken. It was these regions that particularly asked for such services through 
their regional committee meetings. 

“In another field there have been very extensive developments during 1952: the 
field of environmental sanitation. Very many new programmes of environmental sanita- 
tion have been developed during 1952, and have begun or have been planned. There has 
been a growing appreciation in many parts of the world of the need for these programmes 
and their value to all health work, especially that health work that is concerned with 
technical assistance for economic development; and in this field the expansion has been 
very great indeed, threatening to outrun the available resources of teaching personnel. 

“ Nineteen fifty-two marked the first full year of the United Nations programme of 
Technical Assistance for Economic Development, and this programme has developed 
into a very large responsibility indeed. The requests from governments addressed to the 
World Health Organization both under its regular programme and under the Technical 
Assistance programme have now developed far beyond the capacity of the World Health 
Organization to meet them. The demands have become very great; they are invariably 
representations of real needs; none of them is frivolous; they all represent the recognition 
on the part of governments that they need, and are ready for, certain types of assistance. 
It is a very difficult situation for the Organization to have to recognize that its funds are 
grossly inadequate to meet these crying demands which are being made from most parts 
of the world. 

“ At the same time that these things have been happening, the responsibility of the 
World Health Organization—and perhaps its greatest expansion, certainly from its 
headquarters point of view—has been in the field of co-ordination of health services 
provided by all organizations working in that field. There are many organizations now 
engaged in international health services. Bilateral Technical Assistance organizations are 
providing very extensive services to many governments. All such organizations, whether 
multilateral or bilateral, have recognized the responsibility of the World Health Organiza- 
tion for the co-ordination of all international health work; and this great expansion and 
universal recognition of WHO’s responsibilities have added enormously to the amount 
of work that must be undertaken, notably the amount of travelling that must be done by 
officials of the Organization. These requirements have seriously strained the resources of 
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your Secretariat, so that many things that they should be doing have had to be neglected. 
There has been no expansion, except for very few positions to look after certain Technical 
Assistance requirements, in the headquarters of the Organization for three years, including 
1954; and the time is coming very soon, certainly not later than 1955, when expansion of 
the headquarters staff will be essential unless there is a considerable reduction in the 
amount of work that the Organization must do. Increased efficiency of the Organization, 
better training of its staff, have made it possible to assume this vastly greater load during 
the last two years, and especially in 1952; but saturation point has now been reached; and 
it will not be possible for headquarters with its present staff to assume any additional 
responsibilities. Indeed, the pace at which headquarters has had to work during 1952 
cannot be maintained indefinitely; it will be necessary for the Organization to take some 
effective steps to provide some relief for the staff of headquarters and of the regional 
offices, all of whom are being grossly overworked at the present time. 


“|, . this is my last presentation of a Report on the Work of the World Health Organi- 
zation. I hope, and indeed I trust, that at this Assembly the governments represented 
here will be able honestly and sincerely to recognize the value of the World Health 
Organization to the peoples of the world, and that everything will be done which 
can be done to ensure its future on a thriving basis without its being too much held 
down for lack of funds.” 


Professor G. A. Canaperia, Vice-President of the Executive Board, in 
presenting the reports on the tenth and eleventh sessions of the Board,’ 
emphasized the financial problems facing the Organization as a result of 
reduction in Technical Assistance funds, and the political problems posed 
by assignment of territories to Regions and by WHO’s relations with non- 
governmental organizations. 


General Discussion 


In the course of the general discussion on the reports of the Director- 
General and the Executive Board, delegates from many countries spoke of 
particular problems, praised the work of WHO, and expressed appreciation 
of the part which Dr. Chisholm had played in leading the Organization 
through its formative years. Excerpts from a few of these speeches follow : 


Dr. R. Pharaon (Saudi Arabia) 


“_.. can give no better proof of my Government’s great interest and faith in this 
Organization than by quoting the words of our Minister of Health on the occasion of 
the anniversary of the World Health Organization this year : 


“ «The Government of Saudi Arabia, in celebrating the anniversary of the World 
Health Organization, takes this opportunity of paying tribute to its worldwide activities. 
The assistance which it offers to all countries is the best and most striking guarantee of 
the effectiveness of international collaboration under its aegis. My Government, which 
has benefited from its aid and advice in the conduct of campaigns against tuberculosis 
and venereal disease, appreciates . . . the importance of this Organization. The scourges 
which unceasingly threaten mankind recognize no frontiers and strike all peoples without 
distinction. Their magnitude is such that no single nation can combat them unaided, 


3 Off Rec. World Hith Org. 43, 46 ; see also Chron. World Hith Org. 1952, 6, 260; 1953, 7, 113. 
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and only an international organization that can mobilize and co-ordinate all the forces 
of mankind is big enough to wage an effective struggle against such evils.’ ... 

“ As you all know, our principal problem is the Pilgrimage. If this problem is given 
a certain priority, it is not only because of its international repercussions, but also, and 
especially, because of its magnitude and the consequences it may have for the public 
health of our country. During the next ten years the Pilgrimage will present even more 
difficulties because it will take place during the hottest months of the year. To cope 
with these difficulties, suitable plans have been drafted and put into effect by the public- 
health services of Saudi Arabia. The experience of last year has already made it possible, 
with methods less advanced than those to be applied this season, to reduce the fatality- 
rate from sunstroke to one-tenth of what it was previously. The erection at places near 
to the Mecca-Arafat route of immense sunshades, drinking water stations, and first-aid 
centres, and the construction and equipping at Mena of a modern hospital specially 
designed for the treatment of sunstroke, have produced most satisfactory results. 

“ The quarantine station at Jeddah, the origin of which is familiar to you, is to be 
inaugurated shortly. It will be capable of handling about 2,500 patients at once and of 
applying all the health measures necessary for the control of epidemic diseases. Once 
the material and equipment (already ordered) have been received, this station will be in 
a position to subject pilgrims, no matter how numerous, to the most rigorous health control. 

“T should like to assure you that the gigantic effort which the supervision of the 
Pilgrimage demands of us does not prevent us from fulfilling our obligations at a national 
level or reduce our vigilance in the work which we are undertaking to raise the health 
standard of our nomadic and settled populations. This year, five hospitals have been 
set up in the large towns of Saudi Arabia. Directed by specialists of high standing, and 
provided with the most up-to-date equipment, these hospitals will help to bring about 
a considerable improvement in the health conditions of the country, and represent so 
many barriers against disease. 

“The programme of assistance agreed upon by the Organization, and drawn up 
and put into operation by the Regional Office at Alexandria, included the sending of two 
teams to combat malaria and venereal disease. Our health services have derived the 
utmost benefit from this experience, in view not only of the immediate results, but also, 
particularly, of the long-term work which these teams stimulated us to undertake. Follow- 
ing this example, local teams have been formed which will not delay in assuming the task 
of their predecessors. The Government of Saudi Arabia, aware of its needs and bene- 
fiting from the guidance of the Organization and the pertinent advice given, has already 
initiated the construction of a 200-bed sanatorium, for which $1,200,000 have been 
budgeted. 

“ Until now the health services of Saudi Arabia have recruited their personnel abroad. 
We hope soon to be able to hire our staff within our country, for our students in the 
training schools for auxiliary health personnel, and in the various universities in the Arab 
and Western countries, will not be long in returning to their country and putting their 
knowledge and skill at its service. 

“This is . . . our position, and these are our plans for the future. . . 


” 


Dr. F. Hurtado (Cuba) 


“ 


. . . Another question, of a legal nature, which is to be discussed is that concerning 
the proposed amendment to the Constitution which, if adopted, would institute biennial 
—instead of annual—meetings of the Assembly. I should like, in this plenary session of 
the Assembly, to take the opportunity to put you on guard . . . our Government has 
studied this proposed change with great care and is of the opinion that such a change 
is not opportune, and that it is not advisable to modify the present system in the manner 
suggested... 








<i 


“|. . A two-year period does not represent the periodicity suitable for a dynamic 
assembly; such an interval may be appropriate for other types of organization, but not 
for our Assembly, whose action is based essentially on a science which is continually 
changing. . . “ 


Dr. L. A. Scheele (USA) 


“|. . The amazing improvement in world health since 1946 is due in part to the 
capacity of the World Health Organization to aid in catalysing the effort for improved 
conditions in individual countries. The best evidence of this success is, I believe, the 
increasing governmental support of public health in countries receiving services from the 
World Health Organization. In 1953, for example, 62 per cent of these countries report 
an expenditure of $29 million in local funds for projects conducted in collaboration with 
the World Health Organization, in addition to their assessment for its support. This 
support of WHO projects is in addition to funds expended for their usual health acti- 
vities . . . 


“ Likewise, voluntary support is vital to the continued growth and prosperity of the 
World Health Organization. The more that non-governmental organizations can learn 
about WHO and participate in international health work, the greater and speedier will 
be progress in world health and the firmer will be the base on which WHO grows. I am 
proud to report that in my country, at the time of World Health Day, April 6-8, the 
representatives of over one hundred voluntary organizations and a large number of 
citizens met in the nation’s capital, Washington, to discuss how American citizens and 
voluntary agencies could best support world health. This First National Conference on 
World Health was sponsored by a recently organized National Citizens’ Committee for 
the World Health Organization. 


“The World Health Organization is the focal point for many governmental and 
non-governmental organizations concerned with international health work. Its relations 
with non-governmental agencies could well be re-examined with a view to strengthening 
co-operation between voluntary and official agencies in the international health field. 


“ Although we recognize with deep gratitude that the World Health Organization’s 
present position of leadership is due primarily to the work of Dr. Chisholm and his devoted 
staff, we must never forget that a large share of the world’s confidence in WHO is due 
to the desire of nations to work together in the United Nations. The status of WHO 
as a part of the United Nations is, perhaps, the most potent factor operating to ensure 
future progress in world health. An urgent task for the World Health Organization, 
therefore, is to work with patience and persistence to find its proper place in the complex 
programmes of the United Nations, and to fit in with the United Nations’ broad objec- 
tives. WHO must always retain its position as the international focus of health knowledge 
and official health activities; but it cannot stand alone nor can it hold that position apart 
from the many closely related fields of knowledge and action which make up life in the 
world today... 


“WHO has helped to launch the most widespread advance in human health that 
history records, and has done so with very small budgets. One of the most valuable 
lessons that public-health work can teach us is that so much can be done with so little— 
in terms of highly trained personnel and funds. But, as President Eisenhower said : 
‘ Every gun that is made, every warship launched, every rocket fired, sign ifies—in a final 
sense —a theft from those who hunger and are not fed, those who are cold and are not 
clothed’. As we continue to build peace through health, we can at the same time look 
forward to even greater investment in world health in the future after the United Nations 
and our governments succeed in finding the road to peace and security.” 
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Rajkumari Amrit Kaur (India) 


“ |. . I think we can, with ample justification for doing so, claim quite an amazing 
amount of success. Coming as I do from a part of the world where anything we do is 
but a drop in the vast ocean of our needs, I can at any rate bear witness to the fact that 
WHO has helped us to lay our foundations on right lines and has at all times given first 
place to priorities such as the governments of the countries have seen them, and I am 
quite sure that this happy understanding and co-operation could never have been created 
if we had not ab initio taken the wise decision to create regional offices. I believe that the 
most outstanding contribution which WHO has made to the study and solution of inter- 
national health problems is to develop a technique of close association with Member 
States through the decentralization of its activities by the establishment of these bureaux 
in different parts of the world. It should not be forgotten that the ultimate purpose to 
be achieved by international health activity, which has been admirably expressed in the 
objective of the World Health Organization, is ‘ the attainment by all peoples of the 
highest possible level of health ’. This purpose can be secured only on the widest possible 
basis of understanding, appreciation and acceptance, by the people of the world, of the 
fundamental principles of healthful living and by the concerted effort of all concerned, 
including governments, to bring into being certain national minima to fulfil the require- 
ments of a reasonably high standard of life. The task to be accomplished is essentially 
that of educating nations and those in authority in those countries in the ways of organiz- 
ing existing national resources, of augmenting them through a planned programme of 
development, and of dovetailing national effort to the available sources of external aid 
for raising the standard of public health as speedily and as effectively as possible. All of 
us who have been in touch with the expanding activities of WHO are aware of the work 
which has been done, during the past few years, by the regional bureaux of the Organiza- 
tion towards awakening interest in health problems through technical advice and the 
provision of supplies and equipment. 


“ Outstanding examples of such collaborative effort in different parts of the world 
are an anti-yaws campaign through penicillin therapy in Haiti, Indonesia, Thailand, the 
Philippines and, to a limited extent, in India; malaria control in some twenty countries; 
popularization of BCG vaccination and its spread on a mass scale; participation in the 
professional education of health personnel, including overseas training for higher types 
of workers; development of facilities of training within individual countries for their 
own nationals; organization of seminars and conferences on a regional or inter-regional 
basis; and the sending out of visiting teams of experts to stimulate better standards of 
medical education and of health practice by an exchange of ideas and by the demonstra- 
tion of improved methods which are current elsewhere. 


*,...it isa matter for gratification that this Organization has, on the whole, kept itself 
free from political influences and has devoted itself to the task of building up its structure 
and functions on the basis of technical efficiency and practical wisdom in dealing with the 
health problems of nations, with their wide variations in cultural and social patterns of 
life. This development has demanded vision, a wide spirit of tolerance, and a generous 
and sympathetic appreciation of the difficulties which individual countries have to contend 
with in organizing measures for the improvement of public health. I am sure that all of 
us who have been associated with Dr. Chisholm will agree that, to a large extent, these 
happy results have been influenced by the personality of its first Director-General. The 
thought that he will be no more with us is indeed a sad one. His wide knowledge and 
experience of medical matters and, more than anything else, of human nature have been 
invaluable assets to the Organization in the early formative years of its existence...” 








Dr. A. Stampar (Yugoslavia) 


“In respect of expenditure and help given by the WHO there has been a develop- 
ment which has been rightly censured by the Director-General in the introduction to his 
Report, namely ‘a threat on the part of several Member States to withdraw from WHO, 
one because it felt that it had not received enough help from the Organization; several 
others explained that a proposal! under consideration, if adopted, might leave them no 
alternative but to withdraw. It is hardly possible to over-emphasize the harm to the 
Organization and to individual countries which might result from this method of voicing 
disapproval or disagreement.’ I am sure that every delegate with only a little of the true 
international spirit in his heart will entirely agree with the Director-General ...” 


Appointment of New Director-General 


Acting upon the nomination made by the Executive Board at its eleventh 
session,* the Assembly appointed Dr. Marcolino G. Candau as Director- 
General of the World Health Organization. Dr. Candau accordingly 
took the oath of office and was presented to the Assembly by the President, 
Dr. Khater, who sketched the public-health career of the new Director- 
General : 


“ | .. the man who has just taken the oath is well known to you. I cannot do better 
than to make my own the homage paid to him two years ago by his illustrious predeces- 
sor, Dr. Brock Chisholm : 

“« Dr. Candau has been one of the main architects of WHO’s policy and programme 
in relation to advisory services to governments, especially in the promotion of fundamental 
public-health services. His wide and practical experience in the improvement of economic- 
ally underdeveloped areas has been of invaluable assistance to the World Health Organiza- 
tion and has been an essential factor in the development of WHO’s programme of 
technical assistance.’ 

“ At that time, Dr. Candau had already proved himself in our Organization : he had 
been working for two years at WHO headquarters in Geneva. Although, unlike 
Dr. Chisholm, he was not present at the birth of WHO, he nevertheless helped to guide its 
early steps—first as Director of the Division of Organization of Public Health Services 
(and you are all aware of the importance attached to this aspect of the Organization’s 
activities), and later as Assistant Director-General in charge of the Department of Advisory 
Services, another opportunity for a man of Dr. Candau’s ability to rise to his full stature. 

“ Finally, he was holding the post of Deputy Director of the Pan American Sanitary 
Bureau, WHO Regional Office for the Americas, when your decision to appoint him as 
head of the World Health Organization reached him. He had been discharging his impor- 
tant duties there since December 1951. At that time, Dr. Candau had completed a full 
circle in his career. It appeared that he was destined thenceforth to devote himself exclu- 
sively to the health problems of the Americas. 

“ He was born at Rio de Janeiro, Brazil, in 1911. He studied medicine with outstanding 
success at the Rio de Janeiro Faculty of Medicine and then at the School of Hygiene 
and Public Health of Johns Hopkins University, Baltimore. 

“ Subsequently, Dr. Candau held the post of Director of the Servigo Especial de 
Satide Publica. This service, established by the Brazilian Government and the Institute 
of Inter-American Affairs, was given the highly onerous task, among others, of doing 





* Off. Rec. World Hith Org. 46, resolution EB1I.R48. 
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everything possible to improve the 
health conditions of the people 
living in the immense territories of 
the Amazon Valley. Dr. Candau’s 
work there was that of a pioneer, 
and it was doubtless during that 
period of his life that he acquired 
the remarkable qualities of organ- 
izer and man of action which dic- 
tated your choice. 

“T associate myself with the 
congratulations and wishes for 
success offered by all delegates 
to Dr. Candau since his election, 
and say to him : Dr. Candau, I am 
convinced that the millions of men 
and women whom we represent will 
approve of our choice.” 


Dr. M. G. Candau, newly appointed 
Director-General of the World Health 
Organization 


Dr. Candau then addressed the Assembly : 


“IT am deeply moved by the honour the Sixth World Health Assembly has bestowed 
upon me in electing me as Director-General of the World Health Organization. I fully 
realize and appreciate the opportunities and the challenges offered to anybody who is 
chosen for that great office. At this moment, however, I must admit I am even more 
keenly aware of the almost staggering responsibility which it carries with it. That respon- 
sibility is inherent in the very mandate which the peoples of the world in 1948 gave to 
the World Health Organization. Nothing could: express that mandate more clearly than 
WHO’s Constitution, which states that ‘ the enjoyment of the highest attainable standard 
of health is one of the fundamental rights of every human being without distinction of 
race, religion, political belief, economic or social condition’ and that therefore the 
* objective of the World Health Organization shall be the attainment by all peoples of 
the highest possible level of health ’. 

“ Thanks to the patience and wisdom of the delegates attending the sessions of the 
Interim Commission, Health Assembly, and Executive Board, these principles have, 
during the last five years, resulted in a series of fundamental policies and of programmes 
of work. The arduous task incumbent upon the Director-General in following these 
decisions is, I think, best symbolized by the names of those who presided over the debates 
of those bodies. I shall constantly be guided in my work by the intellectual, spiritual, and 
professional qualities of such outstanding personalities in the field of public health as 
Dr. Stampar, Dr. Evang, the Rajkumari Amrit Kaur, Dr. Scheele, Dr. Salcedo, Dr. Khater, 
Dr. Shousha, Sir Arcot Mudalier, Dr. Gear, Professor Parisot, and Dr. Jafar. With your 
permission, Mr. President, I should also like to pay special and personal tribute to the 
memory of Dr. Paula Souza, one of the founders of this Organization, a close friend of 
mine, whose passionate devotion to the cause of international co-operation provided 
the main inspiration for my association with the work of WHO. 

“ Built on the firm foundations of our Constitution, the legacy of five years of work 
is now being handed over to me by Dr. Brock Chisholm. It seems to me that the very 
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fact that I follow him in office makes it unnecessary for me to outline here any new 
programme of action or to submit to you any fresh proclamation of faith. Indeed to all 
of us, and to thousands outside WHO, the name Chisholm means far more than just 
that of the first Director-General of WHO. It is a name that has become identified 
during the last few years with the basic ideals of the Organization : infinite respect for 
the dignity of man, wherever and under whatever conditions he lives; clear and serene 
vision of the ferces which will decide his fate; and unbroken determination to devote 
every day’s energy and work towards the creation of a peaceful world community in 
which the material, spiritual, and cultural progress achieved by each nation will benefit 
all. I know that I shall deserve the trust you have placed in me if I follow the path which 
that great leader, Dr. Chisholm, has traced for all those whose hopes for a healthier 
world are intimately linked to the success of our Organization. 

“.. the task to which I shall devote the next five years of my life is a truly monumental 
one. I undertake it with humility, but also with the strength based on the certitude that 
I am free from commitments to any national, racial, religious, or political group, and will 
be bound by no obligation. except my deep attachment to the established policies and 
aims of WHO. If, despite my limitations, I look forward to the future with confidence 
and optimism, it is because I feel that I can be assured of the same support which my 
predecessor has received from all Member States and governing bodies of WHO. It is 
also because I am convinced that I can count on the help of all my colleagues in the 
Secretariat —at headquarters, in the field, and in the regional offices. 

“ They are working for a cause without precedent in human history, and are facing 
hardships and difficulties which are understood and appreciated only by a few. I want 
to tell them that I recognize the vital importance for this Organization of a continuing 
high morale among Secretariat staff. I will do everything in my power to ensure the best 
possible conditions for the carrying out of our work which, by increasing the health 
and happiness of all peoples, shall bring the world closer to enduring peace.” 


Assembly Decisions 


As pointed out by the Acting President at the final plenary session, the 
Assembly is “ primarily a business meeting of governments”. The business 
of the Sixth Assembly was carried out, as at previous Assemblies, mainly 
through the work of two committees : the Committee on Programme and 
Budget, which reviewed the Annual Report of the Director-General and 
the programme and budget proposed for 1954; and the Committee on 
Administration, Finance, and Legal Matters, whose task it was to review 
the financial position of the Organization, to determine the scale of assess- 
ments for 1954, and to review the parts of the 1954 budget dealing with 
organizational meetings and administrative services. 

The Assembly was faced with a number of problems which had pre- 
sented considerable difficulty for some time, and took many decisions on 
a large variety of subjects. 


Relationships with non-governmental organizations 


After having carefully studied this question, the Assembly adopted a 
resolution in which it held to the general principles governing the admission 
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of non-governmental organizations into relations with WHO as approved 
by the Third Assembly,® but recognized that, according to these principles, 
there could be no objection to plurality of representation of such organiza- 
tions in the same fields of activity. Consequently, the Executive Board is 
to take this fact into consideration when deciding whether or not a non- 
governmental organization satisfies the conditions laid down for admission 
into relations with WHO. 


Regionalization 


The principle of regionalization was reviewed and several decisions 
taken with regard to general and specific points : 


1. The Assembly found that the principles which prompted the estab- 
lishment of the WHO Regions had been justified in practice and therefore 
reaffirmed these principles and expressed satisfaction with the development 
of the organizational structure and functioning of the regional offices. 
However, the Executive Board was requested to review and report periodi- 
cally on the progress and problems of regionalization; and the Director- 
General was requested to provide, through headquarters staff, guidance 
to the regional offices, it being recommended that there be an interchange 
of staff of the Secretariat among Regions and between headquarters and 
Regions. 

It was noted that differences in the nature and extent of decentralization 
in the United Nations, WHO, and other specialized agencies sometimes 
impeded effective co-operation in field programmes; the Director-General 
was requested to bring this problem to the attention of the Secretary- 
General of the United Nations. ; 

The questions of holding regional committee meetings at regional 
headquarters and of paying the travel expenses of members of regional 
committees to meetings were referred to the Seventh Assembly, since 
further study seemed to be advisable. 


2. With regard to the absence, because of political difficulties, of 
meetings of the Regional Committee for the Eastern Mediterranean Region, 
the Assembly decided to postpone sine die examination of this question, 
considering that WHO is a “ technical organization ” which “ should not 
be called upon to judge or to determine questions of a political character, 
the settlement of which will not be obtained by a decision of the World 
Health Assembly ”. The Assembly expressed the wish that the Regional 
Committee for the Eastern Mediterranean might provisionally carry out 
its duties through being divided into two subcommittees, the constitution of 
which would be fixed in accordance with the wishes of the countries con- 
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cerned, and requested the Director-General to continue to supply technical 
aid and services to all Members of the Region. 


3. Assignment of territories to geographical areas has given rise to 
some difficulties. However, the Assembly decided to defer the establish- 
ment of rules and criteria to be applied in making such assignments until 
the results of studies undertaken by the United Nations and other special- 
ized agencies have become known. In the meantime, Member States, 
Associate Members, or territories will be assigned to geographical areas 
by the Assembly in accordance with the principles hitherto adopted. The 
Director-General was requested to study the possible redelineation of 
geographical areas. 

The Assembly made provisional assignment of specific territories to 
geographical areas, the Director-General being asked to examine any 
objections which might be raised and to report on this matter to a future 
Assembly, when the results of the aforementioned studies have been 
received. 


I. African Area: Ascension, Mauritius, Morocco (Spanish Zone), 
Spanish Sahara (and island dependencies), St. Helena, Seychelles, British 
Somaliland, Tristan da Cunha, Zanzibar. 


II. Area of the Americas : Falkland Islands and dependencies, Hawaii. 
Ill. South-East Asia Area : Maldives. 


IV. European Area : Algeria (French Departments), Gibraltar, Green- 
land, Malta, Morocco (French Zone), Tunisia. 


V. Eastern Mediterranean Area: Bahrein, Kuwait, Qatar, Somalia 
Trusteeship, Trucial Sheikdoms (Abu Dhabi, Dubai, Sharjah, Ajman, 
Umm-al-Quaiwain, Ras-al-Khaima, and Fujairah). 


VI. Western Pacific Area: Brunei, Fiji, Gilbert and Ellice Islands, 
Guam, Hong Kong, New Hebrides, New Zealand Island Territories, North 
Borneo, Pacific Islands Trust Territory, American Samoa, Sarawak, Singa- 
pore, British Solomon Islands Protectorate, Tonga, other United Kingdom 
of Great Britain and Northern Ireland possessions in the South Pacific. 


Frequency of Assembly sessions 


Another point of major importance was the proposed amendments to 
the Constitution regarding the frequency of Assembly sessions. The Sixth 
Health Assembly, after duly studying the relevant documentation, con- 
sidered that it was not yet desirable to provide for the establishment of a 
system of biennial assemblies and decided not to accept the proposed 
amendments to the Constitution for the time being. This matter will be 
considered again at a future Assembly. 
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Membership and organization 


Nepal was admitted to membership in the World Health Organization, 
making the total number of full Members 80. At the request of its Govern- 
ment, the new Member was assigned to the Region for South-East Asia. 

The Associate Membership accorded to Morocco at the Fifth Assembly 
was, at the request of the Spanish Government, extended to the Spanish 
Protectorate Zone of Morocco. 

The proposal of the Executive Board * that Associate Members should 
have voting rights in regional committee meetings and, at the same time, 
be subject to increased contributions to the WHO budget was considered 
premature by the Assembly, which invited regional committees to comment 
on the advisability of such a change. There are now three Associate Mem- 
bers : Morocco, Southern Rhodesia, and Tunisia. 

Special provisions with regard to the contribution of the Republic of 
China were voted so that this country might resume active participation 
in WHO. This question will be reconsidered by the Executive Board and/or 
the Health Assembly in 1954. 

Six Member States were elected to designate a person to serve on the 
Executive Board : Austria, Costa Rica, Indonesia, Iraq, Switzerland, and 
the USA. They replace Chile, France, Italy, Pakistan, El Salvador, and 
Thailand. 


Programme of activities 


The Assembly reviewed and approved the Director-General’s proposed 
programme for 1954, as contained in Official Records No. 44 and modified 
by the amount of the approved effective working budget for 1954. 

Other decisions relative to the Organization’s future activities included : 

(1) a request that the Executive Board proceed with a detailed study of 
the worldwide campaign against smallpox which was proposed at its 
eleventh session” and report thereon to the Seventh Assembly; 

(2) a recommendation that the Director-General include provision for 
a programme in dentistry in his programme and budget for 1955, as far as 
financial possibilities will allow; 

(3) an invitation to the Director-General, under the authority of the 
Executive Board, to undertake a preparatory study (suggested by the 
Belgian Government) of the problems relating to international medical law 
and comparative health legislation, and to report on this study at a future 
session of the Executive Board; 

(4) an expression of satisfaction with the general development of the 
Organization’s education and training programme, as revealed by the 


* Of. Rec. World Hith Org. 46, resolution EB11.R26 and Annex 5 
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study made by the Executive Board,® and a request to the Director-General 
that this programme be further developed along lines suggested by the 
Board and the Assembly. 


Budget and finance 


Financial problems loomed large in the Assembly’s business this year, 
particularly because of reductions in Technical Assistance funds. However, 
the financial position in so far as the regular budget is concerned was 
reported to be sound : 95% of the contributions for 1952 due from active 
Members have been collected, and only 1.7% of the contributions from 
active Members to the Working Capital Fund were outstanding at the 
time the Assembly met. The Working Capital Fund for 1954 is to remain 
at its 1953 level : $3,381,586. 

The budget level for 1954 was set at $9,838,000, and the effective work- 
ing budget at $8,497,700, which represents an increase of $12,605 over the 
1953 ordinary working budget of the Organization. This amount is to be 
appropriated as follows : 


US dollars 
(Onvanivatsonal moctings . . . . 2. 26 1 tte 291,350 
Gentval Techuscal Services . 2 2 2. 5 et te 1,544,847 
PIOEEIW NOB, ws we 4,357,963 
ITEMS. oS Sn oe ae Sw cS SR 1,149,277 
Expert committees and conferences... ....... 135,757 
Administrative services ... 2... 2.5.5 ss see 1,018,506 


The study of the scale of assessments of Members and Associate Mem- 
bers was postponed until the first session of the Executive Board in 1954, 
this study to be made in the light of the practice of the United Nations 
and the recommendations or comments which the Board may receive 
from Member States. The assessments for 1954 are to be fixed at the 
same scale and under the same provisions as for 1953, with the addition 
of 10 units for the new Member State, Nepal. 

Arrears of contributions to the Organization and in respect of the 
Office International d’Hygiéne Publique were also the subject of resolutions. 
With regard to the former, it was decided that “ if a Member is in arrears 
in the payment of its financial contributions to the Organization in an 
amount which equals or exceeds the amount of the contributions due from 
it for the preceding two full years at the time of the convening of the World 
Health Assembly in 1955, the Assembly may consider, in accordance with 
Article 7 of the Constitution, whether or not the right of vote shall be 
granted to such a Member”. The Director-General was authorized to 
negotiate with States in arrears of contributions to the Office International 
d’Hygiéne Publique in order to arrive at a settlement of these debts, and 
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to keep the Executive Board informed of the development of the negotia- 
tions, the Board being delegated full powers to approve the final settlement. 

Special consideration was given by the Assembly to the costs involved 
in financing national training courses, which are important in the provision 
of personnel to meet specific health needs in individual countries. It there- 
fore adopted a five-year plan for financial subsidy of such courses organized 
with the assistance of WHO. 

An expenditure from the Publications Revolving Fund in an amount 
not to exceed $10,000 in 1954 was authorized for use in publicizing, and 
promoting the sale of, WHO publications. 


Technical Assistance programme 


A review of WHO’s participation in the United Nations Expanded 
Programme of Technical Assistance was necessary in view of the drastic 
cut in funds made available to the Organization—a matter which was the 
subject of considerable debate at the eleventh session of the Executive 
Board.® The Assembly, noting that a study of the administration of the 
Technical Assistance programme is being undertaken by the Technical 
Assistance Board, 


(1) requested that the Director-General report to the Executive Board 
at its thirteenth session on the developments resulting from this study; 


(2) deferred to the Seventh Assembly consideration of this matter; 


(3) approved the arrangements made by the Executive Board and the 
Director-General to use all the resources available to WHO in 1953 in 
such a way as to produce as little disruption as possible of the planned 
programme; 

(4) voiced its appreciation of UNICEF’s aid in solving the financial 
problem in 1953; 


(5) expressed the hope that longer-term arrangements for financing 
future programmes might be made, and that in future the annual Technical 
Assistance programme of WHO might be planned by categories of urgency 
so that projects might be carried out in order of importance and to the 
extent of available resources. 


In considering the proposed programme for WHO participation in the 
Technical Assistance programme in 1954, the Assembly endorsed the 
criteria established by the Executive Board; ! approved the adjustments 
in the original programme proposals which had been suggested by the 
Director-General and authorized the implementation of the programme 
according to the priorities proposed by him; gave the Executive Board 
authority to act on its behalf in connexion with any aspect of this pro- 


® See Chron. World Hlth Org. 1953, 7, 113. 
10 Off. Rec. World Hith Org. 46, resolution EB11.R57.6; see also Chron. World Hith Org. 1953, 7, 114. 
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gramme, requesting that the Board report to the Seventh World Health 
Assembly on any modifications which had been deemed necessary; and 
authorized the Director-General to continue to take the action necessary 
for WHO to participate in the United Nations Expanded Programme of 
Technical Assistance. 


International Sanitary Regulations 


The Assembly considered and adopted a report on the rejections and 
reservations to the International Sanitary Regulations submitted by govern- 
ments in respect of their overseas and outlying territories and asked that 
this report be transmitted to all governments. 

With regard to questions and disputes arising out of the application of 
the Regulations, the Director-General was requested to settle them if 
possible, referring such questions or disputes to the Committee on Inter- 
national Quarantine when he is unable to effect a settlement. The Assembly 
established the terms of reference of this committee. 


Other business 


In other resolutions adopted by the Sixth World Health Assembly : 

... WHO’s agreement with the United Nations Relief and Works 
Agency for Palestine Refugees in the Near East (UNRWAPRNE) was 
extended until 30 June 1954, or until the dissolution of the Agency if this 
should take place before that date. 

... A special benefit was voted for the retiring Director-General, the 
benefits payable under this resolution and under the Joint Staff Pension 
Fund together to equal $5,000 annually. 

... It was recommended that campaigns be undertaken to convince 
doctors and governments that diacetylmorphine (heroin) is not irreplaceable 
for medical practice, and that Member States which have not already done 
so abolish importation and production of this drug. 

... The Executive Board was requested (a) to review and clarify the 
procedure to be followed in the selection of international non-proprietary 
names for drugs; (b) to study the standardization of laboratory tests for food, 
since the increasing use of various chemical substances in the food industry 
has engendered a new public-health problem; (c) to study, at its twelfth 
session, the matter of the organization and conduct of technical discussions 
at future Assemblies, in the light of the recommendations made during the 
current Assembly; and (d) to give particular attention at its thirteenth 
session to a study of programme analysis and evaluation. 


Future Assemblies 


It was decided that the Seventh World Health Assembly would meet in 
Switzerland. An invitation from the Government of Mexico to hold the 
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Eighth (1955) Assembly in Mexico City is to be studied by the Director- 
General, who will submit a report to the Executive Board, which will, in 
turn, report on this subject to the Seventh Assembly. 





LEON BERNARD FOUNDATION AWARD 


One of the assignments of the World Health Assembly is the awarding 
of the Léon Bernard Foundation prize for contributions to social medicine. 
This year the award was made to Dr. J. Frandsen, of Denmark, for “his 
outstanding scientific and practical contributions to the progress of social 
medicine in his own country ”. 

The President of the Assembly briefly recalled the history of the award 
and summarized the achievements of its fourth recipient : 


“_..in giving effect to the provisions of the Foundation’s Statutes, the World 
Health Organization follows a tradition which was established in 1934 by the Health 
Committee of the League of Nations in memory of one of its most eminent members, 
Professor Léon Bernard. The first to win the prize was Dr. Wilbur A. Sawyer, to whom it 
was awarded in 1939; the second was Dr. René Sand, in 1951; and the third, last year, 
was Professor Charles-Edward Amory Winslow. In 1953 it is to Dr. Frandsen that this 
distinction falls. 

“ Dr. Frandsen was born in 1891. After extensive medical studies, he rapidly made 
himself familiar with medico-social problems, particularly while exercising his functions 
on the invalidity insurance board, which he assumed in 1921. In 1927, at the urgent 
request of prominent medical personalities, he interrupted a promising career in the 
hospitals to enter the Danish National Health Service, of which he was appointed Director- 
General in 1928. In this capacity he immediately undertook the important task of re- 
organizing not only the National Health Service itself, but all public-health institutions 
in Denmark as well. 

“ Dr. Frandsen’s first concern was to develop a network of tuberculosis clinics and 
of hospital facilities throughout the country... One of the results of this campaign has 
been that, since 1944, every county and town in Denmark has had a tuberculosis clinic 
serving both urban and rural areas. 

“Dr. Frandsen has personally done a great deal to interest the inhabitants of rural 
areas in the hygiene of cattle-sheds and in wholesome milk, with the result that the farmers 
are very ready to request and to accept the assistance which veterinary medicine can give 
them. At the same time, Dr. Frandsen took part in the campaign undertaken by Bernhard 
Bang against bovine tuberculosis. Since 1952, tuberculosis has disappeared from Danish 
livestock. 

“When Dr. Frandsen took office, there were, scattered through the country, numerous 
hospitals, directed by general practitioners; but there were very few large hospitals 
giving specialized services. It was for this reason that in 1929 Dr. Frandsen proposed a 
radical reorganization of the hospital system; and, during the years that followed, he 
expounded His ideas at numerous meetings of county and municipal councils. His plan 
was that urban and rural areas should collaborate for the creation, in each county, of 
a central hospital, to be reinforced by smaller hospitals which would have modern equir- 
ment and be under the direction of a practitioner with training in surgery who would 
receive assistance from the specialists at the central hospital. The large sums necessary 
for this reorganization and expansion of the hospital system throughout the country 
were voted spontaneously by the local authorities. This stage has now been completed. 
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“In the hospital reorganization, the end aimed at and achieved was the provision, 
in general hospitals, of five beds per 1,000 inhabitants (not including beds for patients 
suffering from tuberculosis, epidemic diseases, and mental disorders); but Dr. Frandsen 
realized that the subsequent modernization of hospital equipment must be based on 
exact knowledge of morbidity in the Danish population, and of the forms of treatment 
required. In the 25 years during which he has held his post, Dr. Frandsen has accumulated 
a mass of information for the elucidation of these questions: and one of the first results 
of his efforts was the establishment, just a few years after he took up his duties, of a 
complete medical statistics office within the National Health Service. In 1951, the Rocke- 
feller Foundation, the World Health Organization, the Danish Government, and various 
private Danish institutions placed at the disposal of the statistical office sufficient funds 
to enable it to undertake a general survey of morbidity in the country as a whole; this 
survey is at present still being carried out. 

“ Dr. Frandsen’s interest in disease control led him early in his career to concern 
himself with preventive medicine. Thus, he undertook studies of questions connected 
with the nutrition and diet of the population, and of housing questions. During the past 
five years, Dr. Frandsen’s work on preventive medicine has led to the promulgation of 
legislation which very clearly shows his influence. Among these legislative measures 
may be mentioned the law of 1945 concerning health during pregnancy, which provides 
for three free medical examinations of all women during pregnancy and for seven check-up 
visits by midwives; the law on the child health protection, which provides free medical 
examinations for all children (three examinations during the first year, and one per year 
thereafter); and the law of 1946 concerning school medical officers, which provides that 
a physician shall be attached to all educational establishments, whether private or State- 
owned. 

“ This legislation is based largely on the role of the family physician, who is one of 
the principal artisans in preventive medicine. Being the family medical adviser, he not 
only treats patients in the home and arranges for them to be admitted to hospital when 
necessary, but he also collaborates with the school medical officers in the examination of 
schoolchildren. The most striking feature of this legislation is that there is no compulsion : 
it merely places certain services at the disposal of the public. These services are available 
to all and are free. 

“ During his many and varied activities, Dr. Frandsen has participated in numerous 
government commissions and held many public offices, in both medical and scientific 
fields. He was a member of the Danish parliament from 1947 to 1950. In addition, he 
is the author of many scientific studies and of popular articles, in Danish and in English, 
on medical and medico-social questions. 

“On the international level, Dr. Frandsen has since 1948 been head of the Danish 
delegation to the various World Health Assemblies. 

“Dr. Frandsen has received a considerable number of Danish and foreign awards 
in recognition of his work in public health. I now have the pleasure of presenting him 
with the Léon Bernard Medal and awarding him the sum of 1,000 Swiss francs—a very 
small reward for his continued and remarkable work.” 


In accepting the award, Dr. Frandsen addressed the Assembly as 
follows : 


“I wish to express my thanks for the great honour bestowed upon me today by the 
World Health Organization’s assembly of delegates in awarding to me the Léon Bernard 
Foundation Medal and Prize. But I am certain that it will be in accord with the feeling 
of this gathering if, in this award, I also see a recognition of my country’s health system 
as a whole, so that I feel I share the honour with all those who, each in his own capacity, 
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have worked and are still working in its service towards health and strength for the 
great majority, and towards securing for all the sick an opportunity of receiving the 
necessary medical attention at home or in hospital. 

“In this gathering we all know how different are the problems and the conditions 
in the various parts of the world, so different that the superficial observer may be tempted 
to ask how we can possibly achieve practical results, and what advantage and help we 
can obtain by coming here to work on all these many different problems — which, moreover, 
we each regard and evaluate from the point of view of our own individual circumstances. 
These differences are not due solely to the nature of the diseases and the climatic con- 
ditions. Political and social conditions, as well as educational and social standards, vary 
from one country to another and take an equal part in making the picture of health 
work all over the world so rich in colour and in the strong contrasts of light and shade. 

“In my country, the foundation of our national health system was laid in the years 
round about 1800, by means of a health legislation that was very comprehensive, judged 
by the standards of that time. I need mention only a few of these laws. The year 1790 
saw the enactment of compulsory notification of all cases of venereal disease (syphilis), 
together with the duty of syphilitics to submit to treatment—but at the same time free 
treatment was offered. In 1806 local governments were called upon to build and carry 
on as many hospitals as were required; with this was laid the financial and administrative 
basis of our hospital system today. Local health by-laws, administered by health com- 
mittees, were introduced by law in 1858. These by-laws deal with the hygiene of the 
dwelling-house in practically all its aspects, the manufacture and distribution of foodstuffs, 
and so on. In 1892, by means of its first sickness insurance act (the “sick clubs”), parlia- 
ment recognized the duty of society to provide medical assistance and treatment for the 
poorer classes. 

“I have mentioned these few but outstanding examples in order to indicate the nature 
and the extent of the health legislation of former times. To all this 1 must add our multi- 
form social legislation, built up during the past sixty years. But what I would particularly 
stress in this very brief survey is the cultural development of the common people, with 
the Danish folk high-school, founded by Grundtvig, as its keystone. With the emancipa- 
tion, culturally and materially, which turned the eighteenth-century peasant into the 
nineteenth-century free farmer, and later with the fight of the Labour movement for 
better material conditions, associated with a work of popular enlightenment which also 
pressed the folk high-school into its service, the lower class as a concept disappeared in 
Denmark. 

“The epoch in the evolution of the Danish health system extending over the last 
quarter of a century (and referred to by you, Mr. President, in your kind words to me) 
covers the elaboration and reorganization of already existing sections of our health 
work as well as the creation of new ones by means of legislation of many kinds. In this 
the prevention of disease, the preservation of health, was given pride of place alongside 
the provision of medical attention for the sick. The most valuable part of this new creation 
is the introduction of health control for expectant mothers and for children up to the age 
of 15 years. 

“ The great happiness was granted me in these years of being at the head of the National 
Health Service, whose duty it has been to be both expert adviser and expert initiator in 
the work performed in that quarter of a century. But you will understand that it is not 
only reasonable but an imperative duty for me to emphasize the great work done not 
only by the Danish parliament but in equal measure by the local councils—as well as 
the sympathy and interest of the population in that work. Within this period Denmark 
became fully provided with tuberculosis dispensaries, established and carried on by the 
local authorities (county and town councils). It was also the local bodies which, district 
by district,-carried out the reorganization of the hospitals along the proposed lines, 
providing the homogeneous hospital system which today ensures modern hospital treat- 
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ment to every citizen of Denmark, no matter where he lives. The administration of our 
health control is placed in the hands of the local authorities, and in many other spheres of 
hygiene and health it is the popularly elected local bodies which have the care of important 
assignments, naturally in close co-operation with the officials of the National Health 
Service, the local health officers. 

“ As the son of a farmer in an agricultural country, however, I cannot but remind 
you that, while tuberculosis mortality among the people has fallen from 78 per 100,000 
in 1927 to 11 per 100,000 in 1952, tuberculosis among our cattle has been completely 
eradicated in the same period, and thus a dangerous front in the fight against tuberculosis 
has been closed off victoriously. This result has been achieved by great educational 
work and financial sacrifices on the part of the dairy farmers. They are continuing their 
hygienic endeavours, now directed mainly towards the eradication of contagious abortion 
and mastitis. The National Health Service has found it easy to establish a sympathetic 
co-operation with the dairy farmers. 

“From what I have said about the conditions under which I have been able to do the 
work which today has been submitted to your evaluation, it will be understood that, 
next after my thanks to the Assembly, my thoughts turn in gratitude to my country and 
the people to whom I belong and whom I serve : to the Danish parliament and the popu- 
larly elected councils, who have always lent a ready ear to counsel and suggestion ; and, 
of course, to my collaborators in the more intimate sense, the doctors and the nurses; 
but perhaps more particularly to the individual man and woman, who appreciate the 
value of the work. More than 99 out of every 100 homes open their doors to us when we 
knock with our health control, and a great majority accept our invitation to vaccinations: 
for example, we were able to close our departments for diphtheria patients only a very 
few years after general but voluntary diphtheria vaccination had been introduced. I am 
firmly convinced that we get right to the bottom of things in health work only when the 
whole population can be won over to co-operate. This requires democracy, and it requires 
education. 

“Now, what pleasure can others derive from hearing about a small nation of about 
four million souls which has had the good fortune and the ability to arrange things so 
well for itself that good conditions have been established—on the health side, too—in 
some respects better than in many countries ? And, particularly, what profit can others 
have from it, and this Assembly from hearing me talk about it ? 

“It is true that physicians for many years have been in the habit of learning from 
one another in different countries ; mutual scientific interests have given splendid practical 
results and brought about great mutual help; but international intercourse and co- 
operation in this field have also borne the impress of a certain form of competition. 
That is the great thing about the decision of the United Nations to establish a world 
health organization for mutual work and aid in order to accomplish the joint purpose : 
to liberate mankind from the heavy scourge of epidemics and to get health and strength 
protected and helped on. The character of the competition has been changed; it is no 
longer the point to spend all our energies on getting there first, but to build up a reserve 
to help the hindmost to get more quickly to the goal. 

“Whenever I receive a letter from the Director-General saying that he wants first 
one, then another, Danish physician to take part in the work down here, be it the special 
insight and knowledge of a professor that is wanted for lectures and demonstrations, 
or the work of a younger, specially trained man, and whenever I am advised that foreign 
colleagues intend to visit my country for the purpose of studying this or that, I am filled 
with great and sincere joy. For in this I see that one’s work for one’s own country and 
people acquires value and importance, just as we have found, and ever-increasingly 
seek and find, help and inspiration in colleagues and fellow-workers in other countries. 
Frontiers become demolished, our work at home becomes a work for all mankind, 
but still it is work for the individual person, his life and health. Frontiers become demol- 
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ished; we work in the service of all humanity for the life and health of the individual, 
wherever he may live and whoever he may be. The nations send us here in order that 
through our work together we may confirm the equal value of all men, strengthen the 
feeling of fraternity between the peoples—and with that the peace of the world. 

““ May that work succeed ! ” 





FAREWELL ADDRESS OF DR. BROCK CHISHOLM 


The Sixth World Health Assembly, which is drawing to a close, also 
marks the end of my seven years’ association with the work of the World 
Health Organization. I feel that I owe it to those who have honoured me 
with the office I am about to relinquish, and to all the peoples represented 
in this organization, to say a few words about the progress WHO has 
made towards the objectives of world health and world peace. I will try 
to summarize our major achievements, as well as the essential problems 
which remain to be solved if the aims defined in WHO’s Constitution are 
to be attained. 

The results obtained by WHO in recent years do not need to be emphas- 
ized in this gathering. It is indeed clear to all of us—and it is also becoming 
clear to an increasing number of people outside the Organization—that 
from the blueprint of 1946 WHO has been turned into a going concern. 
What seven years ago was only a concept has become a living reality. 
Throughout the five continents, experts and teams of WHO are today 
assisting national health authorities in developing and perfecting their 
means of controlling illness and of assuring better health. Because of WHO 
and all those working beside WHO, epidemics and diseases which hitherto 
have been killing and incapacitating millions of people are no longer con- 
sidered as normal hazards of human life, although they still exist. Thanks 
to a great number of health projects undertaken individually or collectively 
by the States which joined in WHO, there is fresh hope for the great majority 
of the populations of the world whose strength to live and capacity to work 
are still undermined by ill health. Above all, for the first time in history, 
there is today a worldwide organization endowed with the power of direc- 
tion and co-ordination, an organization which can see to it that inter- 
nationally available means—so badly needed for the improvement of health 
and so limited in scope—are used in the most economical and effective 
manner. ‘ 

It must not be forgotten, however, that we are only at the very beginning 
of a long and challenging endeavour. Whether the promises which, for 
the peoples of the world, have become identified with the very name of 
WHO can be fulfilled will depend on the extent to which a number of 
conditions which are essential to the success of the Organization can be met. 











One of these conditions is 
the participation of a// nations 
in the work of WHO. The 
whole concept of this organiza- 
tion, all the principles included 
in its Constitution, are based 
on this simple truth : in our 
shrunken world, health, like 
peace and security, is indi- 
visible; and mankind’s fight 
against illness, its major 
enemy, can be won only 
through the concerted- effort 
of all. The hopes we had five 
years ago that WHO, as a 
non-political body, could be 
spared the frustrating effects 
of a politically and psycho- 
logically divided world com- 
Dr. Brock Chisholm, Executive Secretary, Interim munity have unfortunately 
Gormimission of the World Health Organization, 14 not been realized. There is 
1948-1953 no valid excuse for any nation 
to stand aside from an inter- 
national effort whose sole purpose is to render the peoples of all countries 
physically and mentally healthier, and stronger. I sincerely hope that 
the principle of universal solidarity, which presided over the birth of this 
organization, will again find its full exemplification in the World Health 
Organization. 

The lack of adequate financial means is another factor which is impeding 
the work and, if not adjusted, may seriously interfere with the progressive 
development of this organization. What WHO is now spending on inter- 
national action for the protection of the health of the men, women, and 
children of the world is no more than the amount many a large city spends 
on its own municipal sanitary arrangements. Indeed, the budgets of the 
Organization have been and are ridiculously small, when viewed against 
the background of the tremendous health needs of a world in which two- 
thirds of the population is still deprived of the benefits of modern scientific 
and medical knowledge. If the World Health Organization is to help 
effectively to close the gap which now separates a healthy minority from 
a majority which continues to live in bondage to disease and misery, it will 
have to be given the budgetary means to do so. 

If, despite the two handicaps just mentioned, WHO has been able to 
achieve so much in the very short time since its inception, this is because 
it was guided by Assemblies which accepted their responsibility in the cause 
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of world health, with little or no concern for national or group interests or 
prestige. Much of the future of the World Health Organization will depend 
on the continuing ability of Member States to send to the governing bodies 
people whose vision encompasses the health needs of the world as a whole, 
and not just those of a group of nations or of one particular country. This 
is particularly important where the Executive Board is concerned, which 
will be able to play its valuable role as technical adviser and executive organ 
of the Assembly only if it is bound by no obligation except the one it has 
towards the Assembly itself. I firmly believe that any renewed attempt to 
amend the extremely wise provisions contained in the Constitution of the 
World Health Organization concerning the absolute independence and 
impartiality of the members of the Executive Board would be a fatal blow 
to the future work of this organization. I am confident that if the Secre- 
tariat, which in the next five years will profit from the expert and dynamic 
leadership of Dr. Candau, is granted absolute freedom from coercion 
which may be attempted by any group, it will continue to carry out the 
decisions of the Assembly and of the Board still more efficiently than it has 
been doing since its inception years ago. A harmonious relationship 
between a world-minded Assembly, an independent Executive Board, and 
a free and reliable Secretariat can overcome practically all handicaps which 
might interfere with the fullest realization of WHO’s potentialities. 

It is fortunate that the Secretary-General of the United Nations has 
chosen to attend this meeting of the Assembly. His presence here emphas- 
izes another essential aspect of the World Health Organization’s work 
which is also of great importance to the other members of the United 
Nations family. As we go on with our specialized work in WHO and in 
the other agencies, we tend to become absorbed in our own particular 
assignments and to lose sight of the paramount aim for which each of our 
organizations was created : namely, to lay the economic and social founda- 
tions for a lasting peace. One immediate result of such an attitude could 
be that in a certain sense we might defeat the very purposes which our 
individual agencies are serving. It is indeed clear that, keeping in mind 
the interdependence of the economic and social factors in our society, gains 
in one specific field tend to lose their value unless they are accompanied 
by advances in other fields. What I am saying is simply that the word 
“ progress ” has little meaning today unless it is applied in a total sense. 
It is obvious, for example, that, even if health campaigns are carried out 
successfully in a community, they do not promote social progress merely 
by restoring the health and the working capacity of a number of its members. 
There has been no social progress if the physically rehabilitated people 
merely swell the ranks of the unemployed, the dissatisfied, or the hungry. 
The extra labour gained through such campaigns will mean progress only 
if the people freed from disease are assured of capital investment for pro- 
duction and stabilized markets for distribution, if they are thus guaranteed 
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sufficient work and, in addition, are enabled to provide adequate educa- 
tional and cultural facilities for themselves and their children. On the 
other hand, neither investment of capital nor improvement of agricultural 
methods will lead to increased productivity in an underdeveloped country 
unless adequate measures are being taken to raise the health standards of 
the people to a degree which will allow them to work efficiently in both 
agriculture and industry. 

The truth that nothing short of a worldwide and concerted effort could 
stamp out the economic and social conditions of war was clearly conceived 
by the nations in 1945. Ina natural reaction to the horrors of the last war, 
and even more so to the greater horrors which a new explosion in inter- 
national life would have in store for mankind, the peoples of the world 
gave to their representatives in San Francisco a precise and binding mandate 
“to establish conditions under which justice and respect for the obligations 
arising from treaties and other sources of international law can be main- 
tained, and to promote social progress and better standards of life in larger 
freedom”. You have certainly recognized in the last sentence two prin- 
ciples contained in the United Nations Charter, and indeed nothing could 
express the aspirations of the world better than the admirable formulations 
of principles on which the United Nations and all its agencies are built. 
I beg your permission, Mr. President, to take the time of the Assembly to 
quote a few passages from the preambles of the Constitutions of the agencies 
which clearly show the magnitude of the task assigned to them. “ Since 
wars begin in the minds of men, it is in the minds of men that the defences 
of peace must be constructed ”, states UNESCO’s Constitution, and it 
adds that “the wide diffusion of culture, and the education of humanity 
for justice, liberty and peace are indispensable to the dignity of man”. 
The members of the Food and Agriculture Organization pledge their 
resources to “ promote the common welfare ” by “ raising levels of nutri- 
tion and standards of living of the peoples under their respective juris- 
dictions ” and by generally “contributing toward an expanding world 
economy ”. All activities of the International Labour Organisation derive 
from the principle recognized in its Constitution that “ universal and lasting 
peace can be established only if it is based upon social justice”. As to 
the World Health Organization, its principal aim is to help every human 
being to reach the highest attainable standards of health, because, as the 
preamble of its Constitution affirms, “ the health of all peoples is funda- 
mental to the attainment of peace and security ”. 

We must admit that we have so far failed to live up to the great hopes 
men and women throughout the world have placed in us. Despite occa- 
sional upsurges of international concern for the social and economic well- 
being of the underprivileged populations of the world—and I am thinking 
of Point IV, the Colombo Plan, the United Nations Technical Assistance 
programme, etc.—the nations of the world have, in their search for security, 
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reverted to techniques and methods which the evolution of technology and 
science has made entirely obsolete. We are caught in a vicious circle which, 
if unbroken, cannot but result in the destruction of our civilization. On 
the one hand, we know and constantly proclaim that the more fortunate 
nations must be ready to invest an important part of their resources to 
banish the fear of war (which sooner or later may well lead to war), caused 
primarily by economic and social insecurity prevailing in the larger part of 
the world. On the other hand, it is precisely the fear of war which prevents 
many governments from embarking upon the economic rehabilitation of 
the underdeveloped areas; we are being told, indeed, that at this time over- 
riding priority must go to rearmament and that no plans for large-scale 
economic development can be undertaken until the threat of war subsides. 
And so we witness the spectacle of governments spending billions of dollars 
for defence, while the same governments profess themselves unable to 
devote some 40 million dollars to financing one year’s operation of the 
United Nations Technical Assistance programme, generally considered as 
a vital sector in our attempt to build for peace through positive means. 
The glaring contrast between the tremendous sacrifices we are forced to 
make for the piling up of instruments of war and destruction and the 
insignificant amount of energy and money we spend for constructive pur- 
poses is symbolic of the challenge modern man is facing. 


This is a challenge which is without precedent in history. Man must 
now learn to live with himself and to get along with all others in a world 
in which the dimensions and perspectives have radically changed from 
those of the past. He must reshape his entire pattern of thinking and 
behaviour in order to build up a completely new system of human relation- 
ships adjusted to a changed world. He must realize that ruthless compe- 
tition, the old rule of survival, has at this stage of scientific and technological 
development become synonymous with suicide for all of us, and that it 
has to be replaced by co-operation based on mutual understanding, com- 
promise, and agreement. 


In order to achieve this, each one of us must learn that the welfare of 
his own nation is today dependent on the welfare of all nations, and that 
therefore we must acquire, and above all help our children to acquire, an 
equal degree of concern for the welfare of all members of the world com- 
munity, irrespective of differences in race, religion, colour, or any other 
group characteristics. The struggle for prestige, which leads to attempts 
to force a group or individual will on others, is a primitive and out-moded 
behaviour pattern. While many millions of people have not yet realized 
that fact, other millions are learning to appreciate and admire the ability 
to compromise, to be helpful, to be concerned equally with the welfare of 
all people, to sacrifice something of individual, local, or group interest for 
the common good. These abilities are gradually, but ever increasingly, 
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recognized as the marks of developing maturity, whether in nations or in 
individuals. 


Viewed against this background—and it is the only valid measure we 
can apply today to whatever we do—the most important value of the World 
Health Organization or of any other part of the United Nations system 
does not lie in any measurable or reportable result it may have achieved. 
Its contribution to the solution of the problems of man learning to live 
peacefully with man can be found in the evidence it provides that men 
belonging to widely different political, social, and religious systems can 
and usually do participate in genuine international co-operation, based on 
fraternal association and excluding domination by any country or group of 
countries. 


For this generation there is no sane alternative but to accept with 
courage and determination the realities of a new era. The time for courage, 
and determination and action, even, it may be, for martyrdom, is now; 
the place is here, wherever we may be and whatever our responsibilities at 
the moment. Every action, every word, works for or against the great 
ideal of peace on earth. We, the peoples of the world, not only in the 
councils of the nations, but, far more importantly, in our daily living, will 
decide whether we and our children will live and die in misery and fear far 
worse than anything we have known, or whether we and they can construct 
and enjoy a happy and peaceful world community. Again : the time for 
action is now ! 

To turn briefly to more personal matters : I shall not attempt to evaluate 
my own experience of working for and with the World Health Organization 
for the past seven years; only a longer perspective could make that possible. 
These have been strenuous years, alive with difficulties but bringing many 
and great compensations in friendships established in nearly all the coun- 
tries of the world. The feeling of being welcomed everywhere, and the 
kindly hospitality of governments, health ministries, hospitals, institutions 
of many types, and indeed of all kinds of people is a heart-warming and 
encouraging experience. 

Here in Switzerland WHO has found an ideal “ host Government ”; 
the federal authorities and those of the Republic and Canton of Geneva 
and of the City of Geneva have been most helpful in every possible way to 
the Organization and to me personally. Never has any of these authorities 
attempted to influence the policies or the attitudes of the World Health 
Organization, either directly or indirectly. For this forbearance I should 
like to record my deepest gratitude and appreciation. 

Also for the record, I should state publicly that never during the seven 
years of my term of office has the Government of my own country, Canada, 
made any suggestion to me about any policy of the Organization, nor 
indeed have I ever received any communication from the Government of 
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Canada, directly or indirectly, except through entirely official channels, 
and as recorded in the transactions of the Organization. 

The support, advice, and encouragement given to me by all the officers 
and members of the Interim Commission, six World Health Assemblies, 
and eleven Executive Boards have greatly enriched my experience and 
enabled me to serve the Organization to the limit of my own capacity. 
I am deeply grateful, not only for all that help, but also for the unstinted 
friendships given with it. 

Lastly, to all the Secretariat—all, | hope, my friends, though many not 
as intimately so as I should have liked—I can only say simply “thank 
you”. I have no words to express my full gratitude for the way in which 
all of you have carried your share, indeed often far more than any fair 
share, of our common responsibility. Many times have I felt myself 
unworthy of my position in leading such a volume and such quality of 
devotion—it has often been hard to live up to. For my failure I beg your 
charitable forgiveness and for our common successes—thank you. 











DR. MURCHED KHATER 





President of the Sixth World Health Assembly 
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Assembly Notes 





Burmese Delegates Die in Aeroplane Accident 


Announcement was made at the opening session of the Assembly that the two members 
of the Burmese Delegation, Dr. Ba Maung, Port Health Officer, Rangoon, and 
Dr. C. C. Po, Assistant Director of Health Services for Burma, had been killed in an 
aeroplane accident near Calcutta on their way to attend the Assembly. Expressions of 
sympathy on behalf of the Assembly were sent to the Government of Burma and to the 
families of the deceased delegates. 


Sixty-nine Member States Represented at Assembly 


The Sixth World Health Assembly was attended by 69 Member and Associate Member 
delegations. Also present were observers from 3 non-Member States and representatives 
of 36 various organizations—the United Nations, the specialized agencies, intergovern- 
mental agencies, and non-governmental organizations." 


Assembly President Stricken by Illness 


Dr. M. Khater, President of the Assembly, was stricken by a sudden illness and 
was unable to preside over the last two plenary meetings. He asked Dr. Melville Mackenzie 
(United Kingdom of Great Britain and Northern Ireland), one of the elected Vice-Presi- 
dents, to act for him. In announcing the President’s illness, Dr. Mackenzie said, “ Our 
present Assembly has been faced with many problems, many unfortunately entirely 
outside the field of medicine, but we have felt that as our leader we had a wise man with 
the deep human understanding of a doctor.” 


Secretary-General of the United Nations Addresses Assembly 


Mr. Dag Hammarskjéld, new Secretary-General of the United Nations, addressed 
the penultimate plenary session of the Assembly. In his speech Mr. Hammarskjéld 
emphasized the importance of an appropriate relationship between the work of the 
United Nations and that of its specialized agencies, and commended the retiring Director- 
General of WHO for his contribution to both, commenting specifically upon the farewell 
address which Dr. Chisholm had just delivered : 

“|. . It is a special privilege . . . to be able to be the first to pay tribute here, however 
briefly and inadequately, to Dr. Chisholm’s great statement of achievement, courage, 
and hope, and at the same time to pay tribute to Dr. Chisholm himself, a great Director- 
General and a great man, to whom the whole family of United Nations Organizations is 
profoundly indebted... 








11 For list of those present, see page 217. 
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“In your statement, Dr. Chisholm, you said that for this generation there is no sane 
alternative but to accept with courage and determination the realities of the new era. 
These realities are such as to call for a rallying of all forces for the creation of such a 
life for men and nations as makes peace and freedom possible and gives to those words 
their full and rich meaning. You have made a noble and important personal contribution 
to this end, and under your guidance this Organization has been brought through and 
beyond its formative period. I trust that its work will be pursued, in your spirit, for the 
benefit of all and as an essential part of the work for the ends which, as you pointed out, 
have found a noble expression in the Charter of the United Nations.” 
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TECHNICAL DISCUSSIONS 


Dr. J. Salcedo (Philippines) was elected General Chairman of the 
technical discussions held in connexion with the Sixth World Health 
Assembly. In his comments to the Assembly on the discussions, Dr. Salcedo 
said : 


“ |. the technical discussions this year . . . were limited to three well-defined subjects : 
tuberculosis, syphilis, and the typhoid fevers. The purpose was an exchange of views 
among public-health administrators on the most economical way of applying modern 
health techniques concerning these diseases. Those delegates and observers who expected 
to hear new discoveries and the latest technical developments in these fields may have 
been slightly disappointed, but it was explicitly indicated at the beginning of our work 
that no discussions between experts on details of modern techniques was contemplated. 
Wherever the discussions had a tendency to go in that direction, the chairmen of the 
groups guided the discussions back to their real purpose. It was noticed that mainly 
national comparisons were made, national efforts were communicated, and only a sporadic 
international appraisal was brought forward. As indicated above, although the discus- 
sions did not bring out really new aspects, they gave a picture of how modern techniques 
were applied in countries with high incidence, medium incidence, and low incidence. 
They likewise provided a good indication of the level of control in different countries. 

“ Great interest was shown in the discussions. The tuberculosis group had about 
60 participants, and it was deemed necessary to split into two groups, each dealing with 
the same agenda; later these groups reunited. There were from 21 to 28 participants in 
the syphilis discussions, and from 24 to 36 in the typhoid group... Members of the non- 
governmental organizations present took an active part in the discussions on tuberculosis 
and syphilis. As is understandable, they were not represented in the typhoid group... 

“In summarizing the experience of the technical discussions this year, I wish to say 
that they have given satisfaction to the participants and that these exchanges of opinion 
between public-health administrators, on how to apply modern health techniques in their 
respective countries, have proved to be useful. This year’s discussions demonstrated 
that well-defined subjects are essential and lend themselves very well to this type of discus- 
sion. Documentation submitted by governments has been well prepared and proved 
valuable for the discussions. Documents relating to the technical discussions should 
Officially represent the views of the relevant health administrations and should be distri- 
buted in advance to the participating delegations, at least one month before they leave 
for the Assembly.” 


The rapporteurs of the three study-groups presented to the Assembly 
brief résumés of the work of their respective groups, calling attention to 
the most important points in the discussions and to the conclusions 
reached by the participants. 

There follow the reports on the technical discussions, prepared during 
the Assembly and approved, in outline, by the study-groups. 
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REPORT OF THE STUDY-GROUP ON TUBERCULOSIS 


Introduction 


The study-group held four sessions between 7 and 9 May 1953. The 
number of delegates varied from 40 to 60, many of whom actively parti- 
cipated. Observers from three non-governmental health organizations were 
also present. Eighteen governments had transmitted documents on tuber- 
culosis control in preparation for the technical discussions (see page 202). 

The nominations made at the third plenary session of the Assembly 
were unanimously approved, and the group elected Sir John Charles 
(United Kingdom) as Chairman and Dr. C. L. Gonzalez (Venezuela) as 
Rapporteur. Owing to the rather large number of participants, the-Chair- 
man suggested that the group should be divided and that Dr. G. D. W. 
Cameron (Canada) and Dr. R. Viswanathan (India) should act as Chairman 
and Rapporteur, respectively, of the second group. The two groups agreed 
to follow the same agenda and the same times of discussion; but, in fact, 
the two groups were separated for the first meeting only. 

A summary of the views expressed during the discussions follows. 


General Considerations 
Definition 
From the point of view of the health administrator, tuberculosis must 


be considered an infectious disease caused by a specific agent, and the 
control programme should be planned on that basis. 


Aids to definition 


For the administrator, the essential factor in defining a case is the 
demonstration of tubercle bacilli. The diagnostic procedure may be very 
refined or not, depending on the facilities available in a given area. 


Relative importance of pulmonary and non-pulmonary tuberculosis 


The group considered that, from the public-health point of view, non- 
pulmonary tuberculosis was relatively less important than pulmonary 
tuberculosis. Therefore, the methods of controlling the disease should be 
based on the epidemiological characteristics of its pulmonary form. 


Sources of infection 


The extra-human sources of infection were considered to be of relatively 
minor importance. With one or two exceptions, it was agreed that the 
importance of bovine tuberculosis varied in different countries and was 
inconsiderable. ’ 
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Health Techniques for Ascertaining the Problem 


There was considerable discussion on the question of the methods to 
be adopted for obtaining epidemiological information. The need for 
standardized methods of examination and classification of the information 
thus obtained was pointed out. 

There are three types of methods of examination which can be utilized : 
(a) tuberculin testing; (6) search for presence of tubercle bacilli; (c) x-ray 
examination. 

In each of these methods, techniques should be standardized as far as 
possible. Thus, in tuberculin testing, the same material and criteria of 
reading should be used; in x-ray examination, the same method of reading 
and recording films, etc. 

It was generally agreed that in certain countries tuberculin testing was 
useful for obtaining an estimate of the incidence of tuberculosis infection 
and a general idea of the prevalence of the disease. For establishing reliable 
figures of tuberculosis morbidity, the demonstration of tubercle bacilli 
should be primarily depended upon. Surveys by mass x-ray alone will 
give little, and sometimes even misleading, information, especially in areas 
with high prevalence of pulmonary disease showing radiological findings 
similar to those of tuberculosis. 

Random representative surveys will, no doubt, give the necessary 
information for planning a tuberculosis-control programme in most coun- 
tries. Attention was called to the danger of drawing general conclusions 
from the results of examination of selected groups. 

A warning was given against relying only upon epidemiological data 
obtained from surveys—not only prevalence, but also incidence should be 
ascertained, if possible, through the routine work of chest clinics. 


Health Techniques for Preventing Spread of Infection 


Under the sub-heading of “ special techniques ”, the following aspects 
were considered. 


Case-finding 


Opinions were expressed on the administrative problems raised by 
mass x-ray case-finding programmes in countries where there is a lack of 
personnel and of laboratory and other facilities, and a shortage of beds. 

In general, the group agreed with the view expressed by the Expert 
Committee on Tuberculosis at its fourth session when it stated : 


** |... mass radiography should not be employed where there are few or no facilities, 
such as laboratory and dispensary services, for the exact diagnosis and supervision of 
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patients. In other words, it is of little value simply to take thousands of x-ray films of 
the lungs of people and then to do nothing more about the matter.” } 

It was pointed out that mass radiography is not always an inexpensive 
procedure. Attention was called to the possible danger of mistaken diag- 
nosis based on x-ray alone, with the further risk of unnecessary treatment. 

Some participants called the attention of the group to the importance 
in case-finding programmes of private physicians as a supplement to the 
work of chest clinics. 


Role of the antituberculosis dispensary 


The Chairman made some comments on the evolution of the dispen- 
saries since the days of Sir Robert Philip in Edinburgh. He recalled that 
such services moved from isolated into integrated public-health pro- 
grammes, and he suggested that the name should be changed from “ anti- 
tuberculosis dispensary ” to that of “chest clinic”, in view of the fact that 
they were dealing more and more with cases of chest disease and not just 
with cases of tuberculosis. Other participants were of the opinion that 
the name should be changed for psychological reasons, to avoid the use 
of the word “ tuberculosis ”. 

The function of the chest clinic was discussed; and it was stated that, 
even though the function may vary from place to place, in general it should 
comprise the following : 


(a) detection of cases as early as possible; 

(b) examination and follow-up of contacts; 

(c) supervision of isolation at home; 

(d) supervision and after-care of patients; 

(e) ambulatory treatment where necessary ; 

(f) education of the public, especially in regard to the prevention of 
tuberculosis. 


One of the participants emphasized the need for mobile dispensaries, 
in order to be able to go to the people instead of waiting for them to come 
to the clinics. 


Isolation of infectious cases 


There was, of course, general agreement that institutional isolation of 
infectious cases was the most effective type of isolation, both from the point 
of view of the individual patient (treatment) and of the community (pre- 
vention). But the provision of the requisite number of institutional beds 
for tuberculosis patients meets with two main difficulties : the high cost 
of construction and maintenance of such institutions, and the lack of trained 
personnel. It is therefore necessary, in many countries, to rely mainly on 
home isolation. 


1 World Hith Org. Techn. Rep. Ser. 1950, 7, 17 
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Attention was drawn to the rather important role general hospitals 
should play in the isolation and treatment of tuberculous patients. In 
some countries, arrangements have been made to assign a certain per- 
centage of beds in general hospitals to such patients. 

It was emphasized that it was not necessary to establish elaborate 
institutions, and that preference should be given to inexpensive hospital 
buildings. 

It was also stressed that, in tropical and subtropical countries, isolation 
during the night was particularly important. 


Handling and disposal of infectious material 


It was emphasized that, as sputum is the main source of infection, it 
should be properly disposed of as quickly as possible. The first task of 
the health visitor or nurse should therefore be to teach the proper handling 
and disposal of infectious material. This teaching gives much better results 
when given in the patient’s home than when given in the dispensary. 

The power of sunlight to destroy tubercle bacilli was stressed, and it 
was suggested that this might be used in tropical regions as a means of 
rendering sputum non-infectious. 

This aspect of tuberculosis prophylaxis should be considered part of 
an educational programme. 


Measures for protecting children 


It was generally agreed that BCG vaccination is probably the best 
method of protecting children, particularly the new-born, from tuber- 
culosis. In countries financially well placed, however, the question of 
isolating new-born children from tuberculous parents, either in special 
institutions or by handing them over to foster mothers, may be considered. 


Vaccination against Tuberculosis 


The group was in agreement with the recommendations of the WHO 
Expert Committee on Tuberculosis in regard to the scope, extent, and 
applicability of BCG vaccination. In population groups with high tuber- 
culous infection and mortality, BCG vaccination on a mass scale will be 
beneficial. Even in countries with low mortality-rates, vaccination can be 
used for protecting individuals and groups who are exposed to tuberculosis. 

Some proposals were made as to how BCG programmes could best 
be integrated into general public-health activities. 

The different methods of BCG vaccination and the keeping properties 
of fresh and of freeze-dried vaccine were discussed. The group was informed 
that these problems, being of great technical importance, would be dis- 
cussed at the next meeting of the Expert Committee on Tuberculosis, to be 
held at the end of 1953. 
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General Measures and Procedures 
Health education 


It was realized that certain erroneous ideas about tuberculosis are still 
prevalent even among otherwise well-informed and educated groups of 
people in almost all countries of the world, and that education of the public 
concerning the disease was therefore essential for the success of any tuber- 
culosis-control programme. The group was of the opinion that all available 
means should be utilized for this purpose, and that an effort should be made 
to reach all age-groups. The role of the public-health nurse in this work 
was particularly stressed. It was also felt that, in those countries where 
the control programme had just been initiated, health education with regard 
to tuberculosis should be undertaken separately in order to give it adequate 
emphasis. On the other hand, in countries where the programme was well 
under way, health education concerning tuberculosis should form part of 
general public-health education programmes. The group also took note 
of the suggestion that health education should be intimately associated 
with every stage of the tuberculosis-control programme. 


Role of voluntary agencies 


Representatives of the International Union against Tuberculosis and 
the League of Red Cross Societies gave accounts of the work and aims of 
these agencies. The general feeling was that the voluntary agencies in some 
countries are a great help in initiating programmes and in tackling such 
subjects as health education and social assistance. These organizations 
should be considered as ancillary to, not as substitutes for, government 
action. 


Legal measures 


The point most emphasized in this connexion was that legislative mea- 
sures cannot achieve the desired results without proper educational prepa- 
ration of the people concerned. Compulsory hospitalization of tuberculous 
patients was discussed, and the general view of the group was that legislation 
in the field of tuberculosis control will not play an important role. In 
most of the countries where laws for compulsory hospitalization and 
notification exist, their enforcement has been found to be difficult. The 
group was of the opinion that better results could be achieved by intensive 
health education rather than through legislation. However, certain laws, 
no doubt, should exist in order to deal with inconvenient and difficult 
situations. 

With reference to the question of migrants, the legislation in the different 
countries varies a great deal. Some countries have regulations to avoid 
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the entrance of “ open ” cases; some others prohibit the entrance of people 
with any pulmonary shadow. This difference in regulations suggests the 
desirability of some agreement on “ what is a case of tuberculosis ” for the 
purpose of restricting entrance to any country. 


Curative Measures 


Different views were expressed about the relative importance of different 
curative measures in the field of tuberculosis control. It was generally 
held that indiscriminate use of the newer drugs for the treatment of tuber- 
culosis should not be allowed. Suitable regulations could be adopted for 
this purpose. The group felt that, as the evaluation of different therapeutic 
measures requires expert knowledge, the matter could be more appro- 
priately considered by a committee of experts. 


Rehabilitation and the prevention of relapse 


The group felt that the prevention of relapse was associated, to a certain 
extent, with suitable rehabilitation of patients during their convalescence. 
After-care colonies, established preferably in association with tuberculosis 
hospitals and sanatoria, are one of the best means for rehabilitation of 
ex-tuberculous patients. 

Closely related to rehabilitation is the question of resettlement. The 
ex-patients should be provided with suitable employment in order that 
they may be able to earn their livelihood. Some sort of insurance scheme 
can be adopted in most countries for the purpose of making financial 
provision to the family during the period of illness of the patient and to 
the patient himself, if need be, in case of unemployment. 


Summary 


The public-health administrator should consider tuberculosis first of all 
as an infectious disease, not merely a social disease influenced by the general 
standard of living. 

As human cases of tuberculosis are the main source of infection, and 
as in man the extra-pulmonary forms play a minor role, emphasis should 
be placed on finding the pulmonary form of tuberculosis. 

Since the infectious cases are of primary interest in the tuberculosis- 
control programme, the labelling of cases should be based on demonstration 
of tubercle bacilli and not merely on interpretation of a chest x-ray. 

The need for reliable epidemiological data for planning and evaluating 
a programme is emphasized. 

The tuberculosis dispensary, or, better termed, the “chest clinic ”, 
should be the centre for all aspects of tuberculosis control. 
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Emphasis should be placed on prevention; but this should, wherever 
possible, be combined with some sort of treatment. Mass BCG-vaccination 
is considered a useful tool, especially in countries with high prevalence of 
tuberculosis. Isolation of infectious cases, especially at night, is of greatest 
importance; and such isolation can be obtained not only in institutions, but 
also by other means, in or near the patient’s home. 

Every tuberculosis-control programme should be intimately connected 
with an educational programme, which—like the rest of the tuberculosis 
programme—should be integrated at the earliest possible stage into the 
general public-health programme of the country. 


Documentation Submitted by Governments for Technical 
Discussions on Tuberculosis * 


No. : A6/Technical 


Discussions/ Title Government 
Tuberculosis 
1 Tuberculosis in India—a programme for its con- India 
trol 
2 Principles governing measures for the prevention Grand Duchy of 
of tuberculosis Luxembourg 
3 Objectives, methods and techniques in control of Netherlands 
tuberculosis in the Netherlands 
4 Tuberculosis : statement of principles Iceland 
5 Tuberculosis : résumé Japan 
6 Tuberculosis control in the French overseas terri- France 
tories 
7 Tuberculosis campaign in Sweden Sweden 
8 Preventive and curative aspects of tuberculosis in Egypt 
Egypt 
9 Method of application of the various health tech- Switzerland 
niques for the control of tuberculosis in Switzer- 
land 
10 Control of tuberculosis USA 
11 Objectives, methods and techniques in the control Ceylon 
of tuberculosis in Ceylon 
12 Principles of tuberculosis control in Morocco French Residency 
General, 
Morocco 
13 Tuberculosis control in Lebanon Lebanon 
14 Tuberculosis and its control in Viet Nam Viet Nam 
15 Facts and principles regarding tuberculosis con- Finland 
trol in Finland 
16 Tuberculosis control in Uruguay Uruguay 
17 Summary of the report for 1952 by the Tuberculo- Costa Rica 
sis Control Department 
18 Tuberculosis control in the People’s Republic of Yugoslavia 
Yugoslavia 








* These reports are available in mimeographed form. 
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REPORT OF THE STUDY-GROUP ON SYPHILIS 


Introduction 


The study-group held four sessions between 7 and 9 May 1953. There 
were from 21 to 28 participants from 21 countries. Observers from three 
non-governmental health organizations were also present. Fifteen govern- 
ments had transmitted documents on syphilis control in preparation for 
the technical discussions (see page 210). 

The nominations made at the third plenary session of the Assembly 
were unanimously approved, and the group elected Dr. E. J. Aujaleu (France) 
as Chairman and Professor M. A. Maleki (Iran) as Rapporteur. It was 
further decided that Professor Maleki would head a drafting committee 
which would also comprise Dr. M. Tottie (Sweden) and Dr. T. F. Whayne 
(USA). 


General Outlook 


The natural history of syphilis is influenced by social, economic, psycho- 
logical, educational, and other environmental factors. Syphilis reduces 
work efficiency in the most productive age-groups of life and, in its late 
stages, limits employability for work as a result of chronic disability 

While a rapid decline in the incidence of early syphilis has been observed 
in several countries since the last war, extensive reservoirs of the infection 
remain in many regions where diagnostic and treatment facilities are limited. 
For example, its prevalence has been reported to vary from 14.1% to 32.9% 
in certain areas of Africa,’ from 24.3% to 54% in certain localities in 
South-East Asia,” and from 12% to 15% in certain parts of the Americas.* 
Until recently its prevalence in one large area of southern Europe exceeded 
10%,* 

The study-group considers that the advent of penicillin as a non-toxic 
inexpensive, effective therapeutic agent in the control of syphilis represents 
one of the most significant public-health developments over the last decades. 
While many health techniques previously used in syphilis control remain 
as important as ever, the introduction of penicillin has necessitated a realign- 
ment in approach. Practical advantages have resulted from the standpoints 
of prevention and cure; but, for the public-health administrator, the conse- 
quences are that more emphasis may now be placed on other major phases 
of the venereal-disease-control programme. 


1 Willcox, R. R. (1949) Report on a venereal diseases survey of the African in Southern Rhodesia. 
Presented to the Secretary for Health, October 1949 


2 Cutler, J. C. et al (1952) Bull. World Hith Org. 5, 377 
3 Pérez, R. S. (1951) Bol. Ofic. sanit. pan-amer. 31, 132 
4 Grin, E. I. (1952) Bull. World Hith Org. 7, 1 








Definition of Syphilis as a Public-Health Problem 


There are two distinct public-health aspects to the control of syphilis : 
that of the disease as an acute, communicable infection, in its early stages, 
and that of the late, chronic, invaliding manifestations, including cardio- 
vascular and neurological involvement. In the approach to syphilis control, 
consideration must be given to the existence of sporadic venereal syphilis, 
on the one hand, and to the “endemic”, non-venereally transmitted 
disease observed in certain parts of the world, on the other hand, as well as 
to the particular problems arising in connexion with syphilis in infants and 
pregnant women. Syphilis is often more prevalent in port areas than 
inland, pointing to special international as well as national aspects of the 
venereal-disease-control problem among seafarers. 


Determination of the Extent of the Problem 


The number of cases of early syphilis reported from official dispensaries 
and hospitals is considered by the group to give incomplete information 
regarding the actual incidence of the disease in any area. In some countries 
where private physicians are also required to report cases, reliable data on 
annual incidence can sometimes be obtained. In other countries, additional 
indices, such as the incidence of congenital syphilis or the percentage of 
seropositivity in pregnant women and in various other special groups 
(armed forces, industrial workers, health insurance beneficiaries, etc.) may 
contribute to knowledge concerning the extent of the syphilis problem. In 
areas with a low prevalence, epidemiological and serological surveys among 
segments of the population most likely to exposure to syphilis will be of 
value. Information relating to late manifestations and mortality—as far 
as such data can be obtained—would elucidate the second aspect of this 
disease problem. The opinions within the study-group vary to some extent 
in regard to the actual value of numerical notification by physicians of 
early cases of syphilis. It is agreed, however, that the usefulness, reliability, 
and applicability of the aforementioned indices will vary, depending on 
whether the area is one of high, medium, or low prevalence of the disease. 


Treatment 


Representative worldwide surveys carried out by WHO among major 
university clinics, venereal-disease clinics, and venereologists have shown 
that the medical profession has gradually accepted penicillin in place of 
the toxic arsenicals for the treatment of syphilis. The treatment of choice 
is long-acting penicillin preparations, particularly PAM (procaine penicillin 
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G in oil with 2% aluminium monostearate). There is generally an inverse 
relationship between the duration of effective penicillinemia and the resulting 
relapse rates in early syphilis. The duration of the treponemicidal blood- 
level of penicillin required to assure a satisfactory cure-rate depends on the 
quality of the PAM preparations administered. The study-group therefore 
wishes to emphasize the need for, and importance of, such minimum inter- 
national requirements for the quality of PAM preparations as have been 
established by WHO.°® : 

With the advent of PAM, a safe, inexpensive therapy of short duration 
has been established which permits rapid suppression of infectiousness in 
venereal and non-venereal syphilis. It is now possible to organize effective 
mass-treatment campaigns, with the aid of mobile teams, in areas of high 
prevalence of the disease where stationary clinic facilities are limited. 
Adequate treatment of cases and contacts can now be achieved within a 
short period of time; and large, initial, “ epidemiological ” doses of PAM 
lead to rapid elimination of the reservoir of infection in a way not possible 
with previous metal-chemotherapy. In certain extensive areas of high pre- 
valence of syphilis, the average number of injections was only 1.8 of arsenic 
and 3.6 of bismuth per patient per year, which, in addition to being ineffec- 
tive, was also sometimes dangerous. This illustrates the difficulties of case- 
holding and the limited value of such treatment in the long-term programme. 
With PAM, adequate dosages can safely be given within one or a few days, 
and “ maximum results for minimum expenditure ” can be obtained. 

In areas of moderate and low prevalence of syphilis, ambulant treat- 
ment with penicillin of patients, in clinics and by private physicians, has 
already led to a certain degree of reorientation in the approach to venereal- 
disease control. The simplification of treatment may in some areas permit 
the gradual freeing of some medical personnel, hospital beds, and special- 
ized clinics for other general or selected public-health activities. 

It is possible that the future will bring even further simplification in the 
treatment of syphilis than is possible with PAM. Initial trials with certain 
amine penicillin salts have given blood levels of even longer duration than 
are obtained with PAM, and there is the possibility that smaller doses of 
the antibiotic may be required. Such a development is obviously predicated 
on the continued absence of important penicillin resistance in the trepo- 
nemes and on the scarcity of harmful side-effects in the patient. 

In summarizing, the study-group notes that, while the introduction of 
long-acting penicillin preparations has made possible more effective and 
economical results in so far as the immediate aspects of syphilis control are 
concerned, from the viewpoint of the health administrator, several new 
problems of wider significance have arisen with regard to case-finding, 
follow-up, post-treatment control, and education of the public. 


5 World Hith Org. techn. Rep. Ser. 63, 22 
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Case-finding 


Case-finding in the community remains a primary element in general 
or selective public-health programmes directed against syphilis, and the 
study-group draws attention to this aspect of the problem from the point 
of view of comparative value of available techniques in areas of high, 
medium, and low prevalence of the infection. 

Mass examinations are particularly applicable in areas with a high 
prevalence of infectiousness where there are many opportunities for trans- 
mission of syphilis and a broad segment of the population is at risk. While 
awaiting the development of adequate health facilities, including laboratory 
services, in such areas, the best approach to syphilis control is a rapid 
attempt to suppress infectiousness by mass examination and mass treat- 
ment by mobile teams, aiming at the gradual establishment of suitable 
health centres and the strengthening of rural health services. Under the 
conditions mentioned above, mass examinations are economical and advan- 
tageous in the long-term programme as, with the advent of penicillin, 
adequate treatment can be given to cases and contacts at the same time. 

In mass surveys, serological as well as clinical examinations are prefer- 
able, but the former can often not be performed because of lack of stationary 
or mobile laboratory facilities. In some areas also, a high proportion of 
non-specific reactions resulting from other diseases will limit the usefulness 
of most of the serological techniques which are presently available and 
which can be applied on a mass basis. Clinical surveys may suffice, pro- 
vided limited sample areas are established where serological control studies 
on the response of the population to treatment is studied in detail with 
quantitative serological techniques, and provided family and other contacts, 
with or without overt signs of disease, are brought to treatment simulta- 
neously with the infectious cases. The epidemiological value of a liberal 
definition of contacts has been proved in practice in various areas with a 
high prevalence of venereal or non-venereal syphilis. 

With decreasing syphilis prevalence, public-health indications for the 
use of mass case-finding techniques in the population at large become 
more limited, and the number of cases found on the basis of such syste- 
matic clinical and serological examinations in low-prevalence areas may 
not justify the expenditure of funds for this purpose. In areas such 
as these, case-finding methods aiming at the examination of individual 
cases and their contacts—who are brought to the attention of private 
physicians, medical officers of health, public-health nurses, social workers, 
and sometimes lay investigators trained for this purpose—are more rational, 
less costly, and more effective in the long run. 

In urban and rural areas with medium or low prevalence, it is also 
logical to focus case-finding efforts on (a) population groups particularly 
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at risk, such as the armed forces, seafarers, displaced persons, etc.; and 
(b) professional groups which lend themselves to serological examination 
as part of the general health examinations performed, such as agricultural 
and industrial workers (pre-employment examinations), students, hospital 
patients, etc. With regard to premarital and prenatal blood-testing, it is, 
in the view of some participants in the discussion, doubtful if in low pre- 
valence areas such systematic testing is warranted, in view of the relatively 
high cost per case when multiple tests are performed. It is the opinion of 
some of the discussion participants, however, that it is desirable to include 
systematic serological examination of pregnant women in the general health 
examinations required during pregnancy. 

Special attention should be paid to population groups of international 
importance, particularly armed forces on foreign soil, refugees, migrant 
labourers, and seafarers, periodic clinical and serological examinations 
being carried out as part of the general medical examinations which these 
groups undergo. Measures for finding the contacts of infected cases abroad 
should be encouraged, and it is suggested that this question should receive 
the attention of WHO in the projected revision of the Brussels Agreement 
of 1924 relating to the treatment of seafarers in major ports. 


Preventive Measures 


Individual and personal hygienic measures may give a certain degree 
of protection against venereal infection on exposure. The advent of peni- 
cillin, with its preventive as well as curative effects, has led to the practice 
of pre- or post-exposure peroral medication with relatively small doses of 
the antibiotic. Such a practice cannot, in general, be recommended since, 
in the long run, it may give rise to penicillin sensitivity and resistance in 
various bacteria and cocci. It is to be noted, however, that in one country 
this procedure has been applied, under close supervision, to special mari- 
time population groups visiting foreign ports, and that the results in pre- 
venting gonorrhea, if not syphilis, have been good. The effectiveness of 
preventive treatment in syphilis by injections of PAM during the incuba- 
tion period in venereal and non-venereal contacts without overt signs of 
the disease was also recognized. 

Activities and efforts which broaden understanding and tend to develop 
social responsibility are of a general preventive nature in the long-term 
programme. In areas of low prevalence of the disease, further progress 
can be achieved only by increasing the emphasis on health education of 
the public, by developing a sense of social responsibility in children and 
adolescents during the formative years, through schools, youth movements 
etc.; by creating an informed opinion among government officials and 
gaining their support ; by fostering co-operation between physicians and health 
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officials, and civilian and military authorities; and by obtaining the colla- 
boration of voluntary organizations interested in health promotion. Full 
employment and recreational and welfare measures for particular groups 
serve the same general purpose. There is also the question of the limitation 
of excessive consumption of alcohol, which is sometimes a contributory 
factor in the spread of venereal diseases. Organized professional prostitution 
is not considered to be highly significant in the propagation of venereal 
infections. 

With regard to the various legislative measures which are sometimes 
applied in the control programme—such as obligatory premarital and 
prenatal blood-testing, notification of cases, compulsory treatment, etc., 
some of which have already been referred to in this report—it is felt that, 
while coercive measures may be applicable in some areas—and particularly 
in certain population groups at risk— proper health education of the public, 
leading to a fuller acceptance of syphilis as a communicable disease like 
any other, may de-emphasize the need for such legislation. The more 
informed the public becomes, the less will be the need for coercive measures. 


Summary 


The study-group on syphilis was in agreement that the following points 
should be emphasized : 


1. Treatment remains a basic element in general or selective public- 
health programmes against the treponematoses, and the advent of penicillin 
has revolutionized the outlook. The replacement of the toxic arsenicals 
by this antibiotic has resulted in a general reorientation in preventive, 
curative, and other techniques in combating venereal syphilis in adults, 
non-venereal syphilis among the people of “ endemic ” areas, and conge- 
nital infections (through the treatment of pregnant women). Long-acting 
penicillin preparations—PAM !—have gradually been accepted by the 
medical profession throughout the world as the treatment of choice in 
early syphilis, which is the problem of immediate concern to health adminis- 
trations. This inexpensive, effective, and rapidly acting therapy offers a 
realistic opportunity for ambulant use in mass programmes in areas of 
high prevalence of syphilis and/or other treponematoses where facilities are 
limited, and in areas of moderate or low prevalence where public-health 
action is to a greater extent based on stationary facilities. The application 
of large, initial, “ epidemiological ” doses of PAM permits rapid elimination 
of the reservoir of infection in a way not possible with previous techniques, 
which were less easy to apply, sometimes ineffective, and often dangerous. 





1 These preparations should meet the minimum requirements of WHO specifications (International 
Pharmacopoeia, volume II). 
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2. Adequate treatment of cases and contacts can now be achieved within 
a short period of time. In low-prevalence areas, certain medical and auxi- 
liary personnel and some facilities (hospital beds and specialized clinics) 
and funds may thus be gradually freed, in the long-term programme against 
syphilis, for use in other health activities. While the introduction of PAM 
therapy in syphilis permits more effective and economical results with regard 
to the immediate concerns of the programme than was possible with metal 
chemotherapy, several new problems of a wider concern have arisen as a 
result of this development. 


3. In low-prevalence areas, the foreshortening and simplification of 
treatment has rendered case-finding and the follow-up of patients for post- 
treatment control more complicated : more patients with syphilis will be 
treated by private physicians rather than by clinics and outpatient depart- 
ments, making consideration by medico-social services more difficult. 
Numerical and other notifications— wherever required— may tend to become 
more incomplete, with the result that epidemiological contact work will 
become less easy and, consequently, less effective. Voluntary and/or official 
medico-social agencies may, therefore, require strengthening to foster 
further co-operation among physicians, public-health nurses, social workers, 
etc. Laboratory and other specialized diagnostic services at the disposal 
of physicians may also require reinforcement. Furthermore, in an effort to 
stimulate case-finding, serological examinations for syphilis might be carried 
out on an increasing scale as part of general health examinations in pro- 
fessional and other population groups wherever such examinations are 
desirable (pre-employment examinations in industry, examinations of 
pregnant women, etc.). 


4. In the long-term programme, health education and an effort to 
increase understanding and social responsibility will facilitate early diag- 
nosis and treatment of venereal disease in any area. An approach through 
voluntary organizations may be successful in some areas, while coercive 
measures may also be required in others. Health and general education 
will tend to diminish the need for extensive legislative measures in the 
syphilis-control programme and will contribute to the fuller acceptance 
by the public of this infection as a communicable disease like any other. 
Information from various parts of the world shows that licensed profes- 
sional prostitution is not a highly important factor in the spread of venereal 
infections. 


5. Syphilis remains a disease of considerable international importance 
because of the increasing amount of international travel and the special 
problems posed by seafarers, immigrant labourers, military groups on 
foreign soil, etc. International co-operation in syphilis control should 
therefore be stimulated further, since it has also an economic objective 
which health administrations might support. Some of the problems, 
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particularly those with regard to seafarers, might be considered in the pro- 
jected revision by WHO of the Brussels Agreement of 1924. 


6. The long-term outlook in syphilis control, despite the introduction 
of penicillin treatment, does not justify any relaxation of vigilance or aban- 
donment of special efforts against this infection through general or selec- 
tive health programmes. On the contrary, penicillin treatment offers an 
opportunity to the health administrator for a practical and more rational, 
economic and administrative approach to certain phases of mass campaigns 
against treponemal diseases in areas of high prevalence; in areas of mode- 
rate or low prevalence, it permits increased emphasis on other major ele- 
ments of the control programme (e.g., case-finding, post-treatment control, 


etc.). 


Documentation Submitted by Governments for Technical Discussions 


No. : A6/Technical 


on Syphilis * 


Discussions] Title Government 
Syphilis 
1 A note on syphilis in India with reference to suit- India 
able, practical measures for its control 
2 Syphilis (two reports) Residency-Gene- 
ral of France in 
Tunis 
3 Syphilis control in the Netherlands Netherlands 
4 Scheme for the prophylaxis of the treponematoses France 
and particularly of syphilis in the French overseas 
territories 
5 Measures for combating syphilis in Sweden Sweden 
6 Study of health techniques in venereal disease con- France 
trol 
7 The control of venereal disease in the United USA 
States 
8 Objectives, methods and techniques in the control Ceylon 
of syphilis in Ceylon 
9 The prevention and treatment of syphilis in Lebanon 
Lebanon — 1953 
10 The control of syphilis Viet Nam 
11 Syphilis control in Uruguay Uruguay 
12 Venereal disease control in Oslo Norway 
13 Organization of the venereal disease control de- Costa Rica 
partment 
14 Syphilis control in Italy Italy 
(unnumbered) Note on cases reported to the public health service Japan 


and case rates for venereal disease 


* These reports are available in mimeographed form. 
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REPORT OF THE STUDY-GROUP ON TYPHOID 


Introduction 


The study-group on the typhoid group of fevers held five meetings, 
between 7 and 9 May 1953, which were attended, on the average, by 
24-36 participants. A document prepared by the Secretariat and ten 
papers presented by as many governments were distributed (see page 216). 
Following the recommendations: of the Assembly, the group elected 
Dr. C. G. Pandit (India) as Chairman and Dr. G. D. Hemmes (Nether- 
lands) as Rapporteur. 

The group followed as closely as possible the agenda prepared by the 
Secretariat, although it was recognized that, owing to the nature of the 
subject, some overlapping was unavoidable. Though the clinical picture of 
typhoid can be produced by many strains of the genus Sa/monella, the group 
decided to limit the discussions to the control of those salmonelloses in 
which man is the sole or most important source of infection, i.e., typhoid 
fever, and paratyphoid A and B. 


Notification 


In discussing the techniques for obtaining a true picture of the occurrence 
of the typhoid group of fevers, the group found that compulsory notifica- 
tion is a legal requirement in most countries. The importance of a good 
notification system in the control of the disease was emphasized, and the 
various degrees of co-operation in reporting by the medical profession in 
the different countries was noted. It was suggested that, in areas where 
there are not enough doctors to cover the population, use could be made 
of auxiliary personnel or of voluntary organizations to obtain the informa- 
tion needed. 


Laboratories 


The group was strongly of the opinion that laboratory facilities should 
be provided, free of charge, to physicians, in order to make an exact diag- 
nosis of the disease, and to epidemiologists, to make possible the detection 
of the source of infection. In many countries the laboratory sends copies 
of reports of the examination of suspected material to the health service, 
thus providing the health service with a supplementary source of informa- 
tion. To serve the needs of rural areas, a mobile laboratory, which can be 
instituted without much financial outlay may be highly useful, particularly 
during an epidemic. . 

The need for developing special techniques for sending specimens from 
distant places to laboratories (e.g., the method developed by Lie Kian Joe 
for sending stool specimens—drying stools on a filter paper) was stressed. 
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The importance of Vi-phage typing of typhoid and paratyphoid B strains 
was discussed, and the establishment of a central typing laboratory for 
each country was considered essential. An international laboratory, such 
as the International Enteric Reference Laboratory and Bureau, London, 
functioning under the International Association of Microbiologists, is also 
essential for co-ordination of the work of the national typing laboratories. 
The group considered that this should be brought to the attention of 
the Director-General. 


The Place of Treatment in Prevention 


In discussing the question of treatment of typhoid fever, the advantages 
and disadvantages of the use of chloramphenicol were discussed. It was 
recognized that with this treatment the case fatality rate had decreased ; 
that the patient’s general condition was well maintained during illness ; and 
that the period of pyrexia, as well as of convalescence, was shortened. How- 
ever, when this treatment is given before the diagnosis of typhoid fever is 
made, it may leave many patients as carriers, as the development of the 
carrier state is not prevented by antibiotics. It was also pointed out that, 
owing to the low degree of immunity which the patient develops when 
chloramphenicol is given in the early stages of the disease, this therapeutic 
measure should be combined with immunization procedures. The group 
considered it highly desirable that the implications of the treatment of 
typhoid fever with chloramphenicol should be studied in all its aspects. 

The beneficial results with the use of antityphoid serum were mentioned 
by one of the participants. 


Nursing 


All participants were agreed that hospitalization of typhoid patients 
was a necessity and that legal provisions should exist to authorize the 
health authorities to hospitalize typhoid patients if circumstances so require. 
In areas where hospital facilities are insufficient, local authorities should do 
what they can, wherever possible, to improve home treatment and isolation, 
preferably through adequate nursing care. It was emphasized that, even in 
countries with sufficient hospital accommodation, the number of patients 
who would be cared for at home was likely to increase, since treatment with 
chloramphenicol had shortened the duration of the disease. 


Environmental Sanitation 


Environmental sanitary measures which will prevent faecal contamina- 
tion of water and food are essential for preventing the spread of typhoid 
fever and other intestinal infections. It was recognized that the water- 
carriage system of sewage disposal, the most satisfactory measure of sewage 
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disposal, would not be available in many areas. In such cases other fairly 
economical sanitary measures, such as bore-hole latrines and fly-proof 
privies, which give gcod results provided that they are periodically super- 
vised, should be instituted. Their provision should be stimulated by the 
health authority through supplying technical help to the population. In 
this connexion the attention of the group was drawn to a type of latrine 
suggested by Lal which has proved useful in one of the areas near Calcutta. 

The group recognized that construction of public water-supply systems 
should be encouraged; but, as this is not possible at present in many com- 
munities, properly constructed wells should be used instead. 

Chlorination of well water is not always a popular measure. It was 
pointed out that a more easily applicable method of disinfection of water 
is needed, and the group requested that the attention of the Expert Com- 
mittee on Environmental Sanitation be drawn to this subject. 

The great importance of milk pasteurization was stressed. It was 
further emphasized that the health authority should always be consulted in 
the formulation of plans for buildings for processing foods and beverages 
and for the construction of slaughterhouses, etc., and that periodic adequate 
hygienic supervision of such establishments, to maintain a satisfactory 
standard of cleanness in them and to prevent infections of human origin, 
was highly desirable. 


Carriers 


It was pointed out that chronic carriers are identified mainly either by 
repeated examinations of patients after recovery, or by an epidemiological 
investigation aiming at tracking down the source of infection. 

The favourable results of surgical treatment of carriers (cholecystec- 
tomy), in suitable cases, as well as the failure to sterilize-them by drugs or 
antibiotics, were noted. The need for continuing research in this field was 
stressed. The participants agreed that the chronic carrier should receive 
adequate instructions as to how to prevent infection and, wherever feasible, 
should be put under surveillance. The group recommended strongly that 
the health authority should have legal powers to exclude carriers from 
food-handling occupations. However, in such circumstances the need for 
rehabilitating them in other suitable vocations should be realized. 

It was recognized that there is a need for international co-operation in 
cases when the source of infection can be traced outside the country. This 
international co-operation might include notification to the health 
authority of another country regarding the impending journey of a carrier. 


Vaccination 


It was stressed that vaccination should never be considered as a substi- 
tute for hygienic measures. 
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It was generally accepted that vaccination is an effective measure to 
decrease temporarily the susceptibility of individuals or groups who are 
particularly at risk, such as members of the family of a patient or a carrier, 
those who are exposed occupationally, and others considered at risk on 
account of epidemiological indications. Even so, the present techniques 
of multiple injections are likely to prove a serious drawback in adoption of 
this measure on any large scale. In this connexion the group noted that, 
thus far, encouraging results have been obtained in preliminary trials in 
one country with a single dose of alum-precipitated vaccine. 

The limitations of vaccination in a long-term programme aiming at 
eradication of typhoid fever were underlined. 


Health Education 


It was recognized that health education is an essential feature in the 
programme of any health service and that it is particularly valuable in the 
control of many diseases, including the typhoid group of fevers. It should 
be kept in mind, however, that results are not always immediately evident 
and that tenacious perseverance is necessary. 

During discussion it appeared that principles of health education were 
the same in different parts of the world, though the methods which were 
applied varied. It was stressed that the purpose should be twofold, namely, 
the education of the family, and that of the community as a whole. Syste- 
matic house-visiting by specially trained nurses, midwives, social workers, 
health visitors, trained auxiliary personnel, or volunteers was considered by 
many participants to be extremely valuable. Attention was also drawn to the 
use of a more direct educational approach beginning with the patient and 
his family. In this connexion the importance of health education among 
hospitalized patients was stressed. Health education should be an essen- 
tial part of school education in all its stages. It should also form part of 
such activities as training classes in cooking, and in child care, etc. for 
housewives. Special lectures for personnel employed in food industries, 
restaurants, and allied trades were considered of the utmost importance. 
Health education of dairy farmers was considered most essential. The 
practice in many countries of grading dairies according to their sanitary 
conditions was noted. 

The value of an informed public opinion as a means of putting pressure 
on public administrators in securing adequate funds for all health activities 
was emphasized. 


The Role of Voluntary Agencies 


It was realized that the role of voluntary agencies is limited in so far 
as typhoid fever is concerned, as compared with diseases with social con- 
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sequences, such as poliomyelitis or tuberculosis. However, their role in 
health education was recognized. 


Legal Aspects 


It was agreed that legal provisions for isolating typhoid cases and for 
dealing with carriers were necessary, and that each country should evolve 
its own methods for coping with this problem. To what extent these pro- 
visions should be utilized depends, naturally, on the conditions existing in 
each country. However, a point was made by all speakers that legal powers 
were necessary to create the necessary psychological atmosphere for secur- 
ing public co-operation to fight the infection. 

It was recognized also that the health authority should have the power 
to waive isolation if it is satisfied that there is no danger involved of spread 
of infection. A suggestion was made that, in view of the financial diffi- 
culties which can be the consequence of legal measures, there should be a 
provision in the budget of the health authority concerned to make some 
sort of allowance to the family when needed, especially when the measures 
regard the wage-earner. 

Legal provisions to ensure sanitary requirements in the processing and 
handling of food and beverages, including the inspection and supervision 
of establishments dealing with wholesale and retail trade of foodstuffs, 
were considered essential. 

It was pointed out, in conclusion, that the techniques described above 
are not, in their entirety, applicable in many areas of the world where the 
problem is very acute. The group agreed that, in areas where the disease 
is highly endemic, typhoid-fever control continues to be basically an envi- 
ronmental sanitation problem, and that, in countries in different stages of 
development where this ultimate goal is not yet possible, skilful use should 
be made of the above-mentioned techniques, judging the problem in each 
area on its own merits and taking due account of the facilities available. 


Summary and Recommendations 


The different techniques aiming at the control of the typhoid group of 
fevers were discussed, their limitations were recognized, and their appli- 
cability in countries in different stages of development was considered. 

The main recommendations of the group were : 


1. The attention of the Director-General should be drawn to the need 
for further international co-operation in the field of Vi-phage typing, and 
to the possibility of giving support to an internationally recognized, highly 
specialized, reference laboratory. 

2. The epidemiological implications of treatment with chloramphe- 
nicol should be kept in mind and continue to be studied. 
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3. The attention of the Expert Committee on Environmental Sanitation 
should be called to the need for an easily applicable method for the dis- 
infection of well-water. 


4. Typhoid carriers should be excluded by law from food-handling 
occupations; but, at the same time, their adequate rehabilitation should be 
ensured. 


5. There is a need for international co-operation in cases where the 
source of infection'can be traced outside the country. 


6. The paramount importance of health education should be recognized. 


7. There is a need for legal provisions with regard to the different aspects 
of typhoid-fever control, but these should be used with due discretion. 


8. Typhoid-fever control continues to be basically an environmental 
sanitation problem; and, in countries in different stages of development 
where this ultimate goal is not yet possible, skilful use should be made of 
the different techniques available (including those for tracing the source 
of infection), judging the problem in each area on its own merits and taking 
due account of the facilities available. 


Documentation Submitted by Governments for Technical Discussions 
on the Typhoid Group of Fevers * 


No. : A6/Technical 


Discussions/ Title Government 
Typhoid 
1 Brief review of the preventive and curative India 


methods employed in the control of the typhoid 

group of fevers, with particular reference to India 

Some remarks on the control of the typhoid group Netherlands 
of fevers in the Netherlands : present situation of 

the incidence of salmonelloses 


No 


3 Typhoid fever control Ireland 

4 Typhoid fever Iceland 

5 Control of the typhoid group of fevers Sweden 

6 The typhoid and paratyphoid group of fevers France 

7 Control of the typhoid group of fevers USA 

8 Objectives, methods and techniques in the control Ceylon 
of the typhoid group of fevers in Ceylon 

9 Prevention and treatment of typhoid in Lebanon __ Lebanon 
—1953 

10 Study of typhoid and paratyphoid injections in Viet Nam 


immunized persons 


Special paper: Hemmes, G. D., Typhoid fever, paratyphoid A and B : a summary of 
the epidemiology and control techniques of these infections, prepared 
for the technical discussions of the Sixth World Health Assembly 





* These reports are available in mimeographed form. 
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DELEGATES AND OTHER PARTICIPANTS IN THE SIXTH 
WORLD HEALTH ASSEMBLY 


DELEGATIONS OF MEMBER STATES 


Afghanistan 
Delegates : 
Dr. A. Zahir (Chief Delegate) 
Dr. A. R. Hakimi 


Argentina 


Delegate : 
Dr. G. Segura 


Australia 

Delegates : 
Dr. A. J. Metcalfe (Chief Delegate) 
Mr. P. Shaw 
Dr. G. H. Moore 

Alternates : 
Dr. H. M. Franklands 
Mr. L. Corkery 


Austria 
Delegates : 
Dr. J. K. Gratzer (Chief Delegate) 
Mr. K. Strobl 
Dr. W. Gutenbrunner 


Belgium 

Delegates : 
Professeur M. De Laet (Chief Delegate) 
Dr. A. N. Duren 
M. L. A. D. Geeraerts 

Alternate to Chief Delegate : 
Dr. J. F. Goossens 

Advisers : 
Professeur J. A. H. Rodhain 
M. J. Leroy 


Brazil 

Delegates : 
Dr. M. J. Ferreira (Chief Delegate) 
Dr. E. de Paiva Ferreira Braga 
Dr. A. Mendonga e Silva 

Advisers : 
Mr. S. M. Correa do Lago 
Mr. C. A. de Souza e Silva 


Burma 


Delegate : 
Mr. Zaw-Win 





Cambodia 
Delegates : 
Dr. Sonn Mam (Chief Delegate) 
Dr. You Chhin 


Canada 

Delegates : 

Dr. G. D. W. Cameron (Chief Dele- 
gate) 

Dr. O. J. Leroux 
Dr. D. Smith 

Alternates : 
Dr. M. R. Elliott 
Mr. B. M. Williams 


Ceylon 


Delegate : 
Mr. C. E. Attygalle 


Chile 


Delegate : 
Dr. O. Jiménez Pinochet 


China (Republic of) 
Delegate : 
Dr. J. Heng Liu 
‘Alternate : 
Dr. T. Hsiang Wang 


Advisers : 
Dr. C. H. Yen 
Mr. Tsing Chang Liu 


Costa Rica 


Delegates : 
Dr. O. Vargas-Méndez 
Professor A. P. Donnadieu 


Cuba 


Delegate : 
Dr. F. Hurtado 


Denmark 


Delegates : 
Dr. J. Frandsen (Chief Delegate) 
Dr. O. Andersen (Deputy Chief Dele- 
gate) 
Mr. B. Sorensen 
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Denmark (contd.) 


Advisers : 
Mr. I. H. Zeuthen 
Dr. M. D. H. Volkert 
Dr. C. Jacobsen 
Dr. K. Torning 


Dominican Republic 


Delegate : 
Mr. J. B. Peynado 


Ecuador 


Delegate : 
Dr. R. Nevarez Vasquez 


Egypt 
Delegates : 
Dr. A. H. Sadek (Chief Delegate) 
Dr. M. M. Sidky 
Adviser : 
Mr. S. A. Mahmoud 


El Salvador 


Delegate : 
Dr. R. C. Bustamante 


Federal Republic of Germany 

Delegates : 
Professor F. Klose (Chief Delegate) 
Dr. W. Schmelz (Deputy Chief Dele- 

gate) 

Dr. K. Glaser 

Alternates : 
Dr. W. Koch 
Dr. F. A. E. Bernhardt 

Adviser : 
Mr. G. Feine 


Finland 
Delegates : 
Dr. L. A. Kaprio (Chief Delegate) 
Professor S. S. Savonen 
Mr. O. J. Vallila 


France 


Delegates : 
Professeur J. Parisot (Chief Delegate) 
Dr. D. Boidé 
Dr. E. J. Aujaleu 
Alternates : 
M. J. E. Deprun 
Dr. L. Bernard 
M. J. C. F. Foessel 


France (contd.) 
Advisers : 

Médecin-Colonel G. R. Garcin 
M. de Curton 
M. B. Toussaint 
Médecin-Colonel A. Diagne 
M. J. Berthelot 
Mlle A. Lissac 
M. D. Moline 


Greece 
Delegate : 
Mr. N. Hadji Vassiliou 
Alternate : 
Mr. J. Papayannis 
Guatemala 
Delegate : 
Dr. J. R. Herrera 
Hashemite Kingdom of the Jordan 
Delegate : 
Dr. S. Nasrallah 
Honduras 
Delegate : 
Mr. A. Vidal 
Iceland 
Delegate : 
Dr. J. Sigurjénsson 
India 
Delegates : 
The Hon. Rajkumari Amrit Kaur 
(Chief Delegate) 
Sir Arcot Mudaliar (Deputy Chief 
Delegate) 
Dr. D. P. Nath 
Alternates : 
Dr. C. G. Pandit 
Dr. R. Viswanathan 
Indonesia 


Delegates : 
Dr. S. Anwar (Chief Delegate) 
Dr. Marsaid Susila Sastradihardja 
Dr. Sulianti : 
Adviser : 
Dr. A. Y. Helmi 


Iran 


Delegates : 
Dr. M. A. Maleki (Chief Delegate) 
Dr. A. Diba 
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Iraq 
Delegates : 
Dr. S. Al-Wahbi (Chief Delegate) 
Dr. A. Al-Hamami 
Dr. M. Ibrahim 


Adviser : 
Mr. A. Pachachi 


Ireland 


Delegates : 
Dr. J.D. MacCormack (Chief Dele- 
gate) 
Mr. T. J. Brady 


Israel 


Delegates : 
Dr. S. Syman (Chief Delegate) 
Mr. M. Kahany 


Italy 
Delegates : 
Mr. G. B. Migliori (Chief Delegate) 
Professor S. Cramarossa 
Dr. D. Battini 


Alternates : 
Mr. M. Biancorosso (Alternate to 
Chief Delegate) 
Professor V. Puntoni 
Mr. S. Prosperi 


Advisers : 
Professor A. Spallicci 
Mr. G. Silimbani 
Dr. V. Palmieri 
Mr. P. Ghezzi Morgalanti 
Mr. U. De Leoni 
Mr. S. Callea 


Japan 

Delegates : 
Dr. T. Soda (Chief Delegate) 
Mr. K. Sato 
Mr. A. Saita 

Alternates : 
Mr. S. Kawashima 
Mr. B. Hoshi 

Adviser.: 
Mr. S. Kotani 


Korea 
Delegates : 
Dr. Koo Young Sook (Chief Dele- 
gate) 
Dr. Paik Haing In 
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Laos 


Delegate : 
Dr. Oudom Souvannavong 


Lebanon 
Delegates : 
Dr. Y. Bauji (Chief Delegate) 
Dr. S. Hayek 
Liberia 
Delegates : 
Dr. J. N. Togba (Chief Delegate) 
Dr. E. M. Barclay 
Mr. J. J. Chesson 


Adviser : 
Mr. J. Emery Knight 


Luxembourg 
Delegates : 
Dr. L. Molitor (Chief Delegate) 
Dr. R. Koltz 
Alternate : 
Mr. J. Sturm 


Mexico 
Delegate : 
Dr. J. Zozaya 
Alternate : 
Mr. O. Paz 


Adviser : 
Mr. J. G. de Werra 


Monaco 
Delegates : } 
Dr. E. Boeri (Chief Delegate) 
M. R. Bickert 


Nepal ! 
Delegate : 
Dr. Pinaky Prasad Upadhyay, 
Acharya 


Netherlands 

Delegates : 
Dr. C. van den Berg (Chief Delegate) 
Dr. H. W. Julius (Deputy Chief Dele- 

gate) 

Dr. N. A. Roozendaal 

Alternate : 
Dr. G. D. Hemmes 





1 Admitted to membership of the World Health 
Organization on 15 May 1953, subject to the deposit 
of a formal instrument with the Secretary-General 
of the United Nations 
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Netherlands (contd.) 
Advisers : 
Mr. W. H. J. van Asch van Wijck 
Dr. C. J. M. Mol 
Miss H. C. Hessling 


New Zealand 
Delegates : 
Dr. F. S. Maclean (Chief Delegate) 
Mr. W. Wynne Mason 


Nicaragua 


Delegate : 
Dr. E. Selva Sandoval 


Norway 
Delegates : 
Dr. K. Evang (Chief Delegate) 
Dr. O. G. Hansen 
Dr. T. O. Iversen 
Alternate : 
Dr. C. V. Lange 


Pakistan 
Delegates : 
Dr. M. Jafar (Chief Delegate) 
Dr. M. K. Afridi 


Panama 


Delegate : 
Dr. G. Engler 


Peru 


Delegate : 
Mr. C. Gordillo-Zuleta 


Philippines 

Delegates : 

The Hon. Dr. Juan Salcedo, Jr. 
(Chief Delegate) 

The Hon. Nicolas G. Escario 
Dr. T. Elicafio 

Alternate : 
Dr. A. C. Regala 


Portugal 

Delegates : 

Dr. A. da Silva Travassos (Chief Dele- 
gate) 

Dr. F. J. C. Cambournac 
Dr. A. A. de Carvalho-Dias 

Alternate : 
Dr. B. A. V. de Pinho 


Saudi Arabia 
Delegates : 
Dr. R. Pharaon (Chief Delegate) 
Dr. A. Z. Hashem 


Alternate : 
Mr. S. Khanachet 


Spain 
Delegates : 
Mr. J. S. de Erice y O’Shea (Chief 
Delegate) 
Dr. G. Clavero del Campo 
Dr. F. Pérez Gallardo 


Alternate : : 
Mr. D. L. de Villegas y Urzaiz 


Sweden 

Delegates : 
Dr. A. G. W. Engel (Chief Delegate) 
Mr. A. Larsson 
Dr. M. Tottie 

Advisers : 
Mr. T. C. Bjoerck 
Dr. D. Knutson 
Dr. J. H. A. Lundquist 
Miss M. Rabo 


Switzerland 

Delegates : 
Dr. P. Vollenweider (Chief Delegate) 
Dr. R. Audéoud 
Dr. R. E. Chable 

Advisers : 
M. J. Ruedi 
M™e G. Vernet-Bourcart 


Syria 

Delegates : 
Dr. M. Khater (Chief Delegate) 
Dr. Dia E. El-Chatti 
Dr. Mounira Azem-Khayat 

Alternate to Chief Delegate : 
Dr. R. Tarazi 

Adviser : 
Mrs. E. El-Chatti 


Thailand 
Delegates : 
Dr. L. Bhayurg Vejjasastr (Chief 
Delegate) 
Dr. K. Debmani 
Dr. E. N. Bangxang 
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Turkey 


Delegate : 
Dr. N. Karabuda 


Alternate : 
Mr. N. Tuncel 


Union of South Africa 


Delegates : 
Dr. J. J. du Pré Le Roux (Chief 
Delegate) 
Mr. D. B. Sole 


United Kingdom of Great Britain and 
Northern Ireland 


Delegates : 
Dr. Melville Mackenzie (Chief Dele- 
gate) 
Sir Eric Pridie 
Mr. W. H. Boucher 
Advisers : 
Sir John Charles 
Sir Andrew Davidson 
Mr. J. F. Hunt 
Mr. A. E. Joll 
Dr. W. P. D. Logan 
Mr. J. C. Wardrop 


United Kingdom of Libya 


Delegates : 
Mr. A. J. Kerbish (Chief Delegate) 
Dr. C. J. J. M. Noger 


United States of America 


Delegates : 
Dr. L. A. Scheele (Chief Delegate) 
Dr. L. W. Larson 
Dr. F. D. Murphy 
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United States of America (contd.) 


Alternates : 

Dr. H. Hyde (Alternate to Chief Dele- 

gate) 

Dr. F. J. Brady 

Mr. H. B. Calderwood 
Congressional Advisers : 

The Hon. Homer D. Angell 

The Hon. Wayne L. Hays 
Advisers : 

Miss C. C. Laise 

Dr. C. N. Neupert 

Miss R. Sleeper 

Dr. R. T. Stormont 

Mr. K. Stowman 

Colonel T. F. Whayne 


Uruguay 


Delegate : 
Dr. C. Fabini 


Venezuela 


Delegate : 
Dr. C. L. Gonzalez 


Viet Nam 


Delegates : 
Dr. H. Marcel (Chief Delegate) 
Dr. Tran-Van-Thin 
Dr. Nguyen-Van-Quan 


Yugoslavia 


Delegates : 
Dr. A. Stampar (Chief Delegate) 
Dr. J. Potré 
Dr. V. Djukanovié 
Advisers : 
Dr. T. V. Gjurgejvi¢ 
Dr. D. Kali¢ 


REPRESENTATIVES OF ASSOCIATE MEMBERS 


Morocco | 
French Zone 
Dr. G. Sicault 
Dr. A. Faraj 
Spanish Zone 
Dr. M. B. A. Squirex 
Dr. A. Sanchez-Covisa Carro 


Southern Rhodesia 
Dr. D. M. Blair 


Tunisia 
Dr. M. Ghachem 

M. B. Jaibi 

Dr. J. Dairé 
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OBSERVERS FOR NON-MEMBER STATES 


Colombia 
Mr. M. Duque Gomez 


Holy See 
Rev. Father H. de Riedmatten 
Professor G. Lami 


San Marino 
Dr. E. Granelli 
Dr. A. Galbusera 


REPRESENTATIVES OF THE EXECUTIVE BOARD 


Professor G. A. Canaperia, Vice- 
Chairman 


Dr. W. A. Karunaratne 


REPRESENTATIVES OF THE UNITED NATIONS AND SPECIALIZED 
AGENCIES , 


United Nations 
Mr. D. Hammarskjéld * 
Mr. A. Pelt 
Dr. S. Sze 
Dr. A. Barkhuus 


Economic Commission for Europe (ECE) 
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